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HAUSTED CONVER-TABLES 


Provide Perfect OB Patient Care. 
from Receiving to Recovery 


: Mode! 500 (Silver Luster Finish) 
Model 600 (Stainless Steel) 
TARLE 
bit OARD U HES 

For every phase of your obstetrical FOAM PAD AND. SHOULDER RESTRAINING 
REMOVABLE COVER STOPS STRAPS 
service... Receiving, Emergency, 
Examination, Labor, Delivery "10 4 
RUBBEF 
and Recovery... versatile Hausted 

CONVER-TABLES are the ideal OP ADJUSTABLE FOOT REST 


ATTACHMENT CHAIR AVAILABLE 


solution to easier, better patient care (DOWN POSITION) gsm 


OXYGEN TANK 


Many difficult or even hazardous HOLDER 


patient transfers may be avoided. TRENDELENDURG 
LIFT 
The CONVER-TABLE converts 
in seconds from an OB and examining ADJUSTMENT 
table to a stretcher, without CRANK IN. STORAGE 


ANIC AL 
LIFT AVAILABLE 
6 39") 


disturbing the patient. 


UTILITY TRAY SIDE RAIL 
> 
IN STORAGE 


ARM REST 
IN STORAGE SWIVEL 


Also valuable for minor surgery 
and accident cases. Above: CONVER-TABLE is in 


examining and labor position 


LOCK AND 

BRAKE CASTER 

ALL Ac ESSORIES STORE ON 
UNIT WHEN NOT IN USE 


gd. 


CONVER-TABLE 


Standard 
includes: 


l-inch Airfoam Pad 
4 1. V. Stand 

Utility Tray 

Lock and Brake Casters 
Stirrups 

Knee Crutches 
Leg Holders 


Trendelenburg Lift, 
Shoulder Braces, 
Side Rails, 
Restraining Straps, ~ 
the optional 
accessories that add 
to the usefulness | eet 

of the 
CONVER-TABLE 


Here the CONVER-TABLE is used as a stretcher 


For additional information 


NVER-TABLE \UFACTUR 
tHE FA manuracturinG COMPANY 


and other Hausted Wheel 
Stretchers write to: Tomorrow ’s Bquipment —- Today 


MEDINA, OHIO 
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Sterile Pack Surgical Gut 
Standard Lengths ATRAUMATIC® Needles 


Cuts preparation time 332%’ 
no more awkward tubes or reels... simple technic frees nurses 
for other duties. 


Ends broken glass hazards 


no nicked sutures ...no glass slivers ...no punctured gloves... 
nonirritating jar solution—all important contributions to 
better patient care. 


- Delivers stronger, more flexible sutures 


no kinks or weak spots from tight reel winding. . . less handling 
required ...may be removed from envelopes as needed to prevent 
drving out... needle points and cutting edges are better protected. 


Saves money’ 
fewer sutures damaged or opened unnecessarily ... 30° less glove 
damage... takes half the storage space... costs no more than tubes! 


1. Alexander, Edythe L.: Mod. Hosp., May, 1957. 


MORE THAN 1,500 HOSPITALS HAVE ALREADY SWITCHED TO SURGILAR 


Steriie Surgice!t Gut. 5 


NEW! Spiral Wound Gut 
now available in SURGILAR pack! 


Write for new product catalog. 


ILAR 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY. DANBURY. CONNECTICUT 
YANANID PRODUCERS OF DAVIS & GECK SUTURES 
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for patients with simple insomnia 


Apprehension, worry, tension, or fear frequently forms the 
setting for simple insomnia. ‘Valmid’ helps such patients over 
the threshold of sleep, which, once induced, continues nor- 
mally. Because ‘Valmid’ is a nonbarbiturate with a very short 
action span, it permits a bright awakening without “hang- 
over’ or other side-effects. ‘Valmid’ is notably safe, even in 


Supplied as Tablets ‘Val- : é 
patients with liver or kidney damage, for whom barbiturates 


mid,’ 0.5 Gm. (7% grs.), in 
| bottles of 100. are contraindicated. 


724016 


ELI AND COMPANY INDIANAPOLIS 6, IANA, U.S.A. 


| 2 HOSPITALS, J.A.H.A. 


ap 
ee 
J 
— : 
QUALITY /RESEARCH /INTEGRITY —_ F 
a 
refreshin sle I isi 
g ep ...alert arising 


hospitals 


journal of the American Hospital Association 


colume 31 number 14 july 16, 1957 


editor 

Edwin L. Crosby, M.D. 
executive editor 

James E. Hague 
managing editor 

Aaron Cohodes 
production manager 
Newton J. Jacobson 


assistant editors 
Barbara Elsholz 

Eli Fritz 

Rex N. Olsen 
Charlotte M. Roller 
Elizabeth Voelker 


advertising and business manager 
Bremen |. Johnson 


assistant business manager 
Hal Levinson 


advertising production manager 


Martha E. Miller 


circulation supervisor 


Dorothy Heller 


STAFF CONSULTANTS 


LeRoy E. Bates, M.D. 
Arthur H. Bernstein 
Robert S. Borczon 
Madison B. Brown, M.D. 
Jack E. Dillman 

Marian L. Fox, R.N. 
Hilary G. Fry 

Jose Gonzalez, M.D. 
Sarah H. Hardwicke, M.D. 
John N. Hatfield II 
Richard L. Johnson 


Ruth M. Kahn 


Verne Kallejian 
John T. Kelly 
Edmond J. Lanigan 


Marjorie M, Lawson 


Catharine H. Loucks 
Robert S. Marshal! 
Helen D. McGuire 

James R. Neely 
Maurice J. Norby 
Joseph A. Oddis 
Jack W. Owen 
David T. Riddell 
Daniel S. Schechter 
Hiram Sibley 


John E. Sullivan. 


Patricia Sussmann 
Elton TeKolste 

Alan E. Treloar 
Gerald A. Weidemier 
Alanson W. Willcox 
Kenneth Williamson 
Clifford Wolfe 

Helen Yast 


JULY 16, 1957, Vol. 31 


articles 


From Planning to Patient Care H. M. Weir... 36 
Meeting the Tests of Medicare __ Madison B. Brown, M.D. 
Deadline Approaches for Full Accreditation of Schools 
of Nursing - Lawrence J. Biodley 
Helping Those Who Need Help Most Jules H. Berman. 50 
Disclosure of Medical Record Information: 
A Reappraisal. James E. Ludlam and Theodore A. McCabe Jr... 53 
Information—Raw Material for the Supervisor. a 
Adrian M. McDonough, PhD. 
No Detectives in This Group-Develeped Linen Distribution 
Ultrasonics: Answer to Your Cleaning Problems?.___Russell T. Clayton... 68 
Should Direct the Dietary Service? 
. Hospital's Own Dietitian David D. Kramer. 76 
2 Outside Food Service Management Company Bertha R. Judson... 77 


departments 

Food Service and Dietetics ae 
Professional Practice __ 58 
Purchasing 68 
regular features 

Accreditation Problems. Kenneth B. Babcock, M.D... 28 
Calendar of Association and Allied Meetings eee 
Editorial Notes. 
Equipment and Supply Review. 
Introducing the Authors. 
Opinions and Ideas 
Personnel Changes | 
Pro Re Nata John H. Hayes 
cover 


Wide view’ of window in the recovery room at Seminole Memorial Hospital, 
Sanford, Fla. permits the supervisor to observe procedure in the recovery room 
from her desk. Other construction and planning features of this hospital are 
discussed in an article beginning on page 36. Cover photograph by Robert 
McCullough. (Other picture credits on page | 14.) 


Index to Advertisers | 114 
HOSPITALS is published the first and sixteenth of each month by the American Hospital! Associati on, 18 E. 
Division St., Chicago '10, Ill. Entered as second class matter Januory 9, 1936. at the postotfice of 
Chicago, IIl.. under the Act of March 3, 1879. SUBSCRIPTION RATES: $5 for | year: $9 for 2 years: $12 
for 3 years. Sing! le copies, 30 cents, except the two-part August |, Guide issue, $2. 50. (For eign and Pan- 
American aad $1 per year for postage.) CHANGE OF ADDRESS: Notice should include the old as 


well aos new address including postal zone nurnber. Four weeks' notice is required. The local postmaster 
should be notified. COPYRIGHT: July 16, 1957, by the American Hospital Association. 


ADVERTISING REPRESENTATIVES 

Chicago 10: John S. Cassel/, 18 E. Division S+—WHitehal! 4-4350 
Chicago 10: William W. Howe, 18 E. Division $t+—WdHitehal! 4-4350 
Cleveland 15: Eugene C. Leipman, 1220 Huron Rd.—SUperior 1-1373 
New York 22: George B. Janco, 3 E. Fifty-fourth S#+—PLaza 4-1090 ; : 
Pasadena: Ren Averil/, 232 N. Lake Ave—RYan 1-9291 
San Francisco 11: Gordon Cole, 74 Bret Horte Terrace—Prospect 6-3902 


| 


‘Sega 


ae 


OTIS ELEVATOR COMPANY - 260 ELEVENTH AVENUE + NEW YORK 1. N. Y. 
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‘We have 12 Passenger Elevators and 2 
Freight Elevators in ST. VINCENT HOSPI- 
TAL buildings," says WILLIAM T. HARNEY, 
Plant Engineer. ‘‘Our first elevators were 
purchased in 1921 and our latest ones in 
1954. They're all OTIS Elevators. 

“We believe. there is good reasoning 
behind our decision to standardize on 
OTIS equipment. The design of our equip- 
ment is basic. This covers both operational 
features and parts. Our performance re- 
quirements are clearly defined. And re- 


placement parts are always available 
regardless of the age of the installation. 
All of which simplifies maintenance. 

"We also like the feeling of assurance 
that the availability of local OTIS Main- 
tenance adds to OTIS Elevators. It's a care- 


«| 


fully engineered service that is based, | 


understand, on OTIS’ current maintenance 
of more than 40,000 elevators. We find it 
extremely comforting to be backed up by - 


WILLIAM T. HARNEY 


Plant Engineer 


such extensive experience when we think ST. VINCENT HOSPITAL 
of the vital importance of uninterrupted 


elevator service in a plant such as OUTS. Conducted by the Sisters of Providence Motherhouse: Holyoke, Massachusetts 


Only Otis Maintenance offers these advantages to owners of Otis Elevators 


Le] “Engineered Service’ by the maker main- 
tains the original efficiency of the installa- 

tion and assures peak performance at all times. 

P) Services of factory-and-field trained men with 
a knowledge of elevatoring that can’t be 

matched. 

el Availability of original or improved replace- 
ment parts for every installation, regardless 

of its age. 


OFFICES IN 297 CITIES ACROSS THE UNITEw AND 
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‘a Freedom from unexpected, expensive repair 

bills. There’s just one fixed monthly charge. It 
can be budgeted. It’s adjusted annually, up or 
down, on labor and material costs only. Never be- 
cause of the age or condition of the equipment. 


Pr) Guarantee of the maker’s high standards of 

safety through the constant checking and re- 
placing of parts in advance of their breakdown 
point. 


~) Elimination of all guesswork in testing and 
repairing by using specially designed tools 
and electronic equipment to minimize shutdowns. 
Systematic upkeep and replacement of parts 
extends the life of an installation indefinitely. 
[vy] The value of a maker’s pride. A perfectly 
performing Otis installation is Otis’ best 
salesman. That's why we're never satisfied with 
anything less than peak performance at all times. 
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NATIONAL HOSPITAL ASSOCIATIONS 
(THROUGH JUNE 1958) 


American Hospital Association 
Annual Convention — September 30- 
October 3; Atlantic City, N. J. (Hotel 
Traymore; Convention Hall) 
Midyear Conference of Presidents and 
Secretaries — January 27-28; Wash- 
ington, D. C. (Statler Hotel) 
American Protestant Hospital Association 
— February 11-13; Chicago (Morri- 
son Hotel) 


REGIONAL MEETINGS 
(THROUGH JUNE 1958) 


Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association—November | 8- 
20;. Washington, D.C. (Shoreham 
Hotel) 

Middle Atlantic Hospital Assembly —— 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Mid-West Hospital Association — June 
4-6; Kansas City, Mo. (Municipal 
Auditorium) 

New England Hospital Assembly— March 
24-26; Boston (Statler Hotel) 


AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ARE ELECTED, SHOULD BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 


Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla.. (Hotel 
Fontainebleau). 

Tri-State Hospital Assembly—April 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May 14-16; Minneapolis (Minneapolis 
Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH DECEMBER 1957) 


Associated Hospitals of Alberta—Octo- 
ber 22-24; Edmonton (Provincial 
Auditorium) 

Arizona Hospital Association —— Decem- 
ber 5-6; Phoenix (Hotel Westward 
Ho) 

British Columbia Hospitals’ Association— 
October 15-18; Vancouver (Vancouver 
Hotel 

California Hospital 
31-November 1; Long Beach (Lafay- 
ette Hotel) 

Colorado Hospital Association—October 
10-11; Glenwood Springs (Hotel 
Denver ) 

Connecticut Hospital Association —— No- 
vember 13; Berlin (Connecticut Light 
and Power Company) 

Idaho Hospital Association—October 2] - 
22; Boise (Hotel Boise) 


Illinois Hospital Association—December 
5-6; Springfield (Abraham Lincoln 
Hotel ) 

Indiana Hospital Association — October 
9-10; Indianapolis (Student Union 
Building, University of Indiana Medi- 
cal Center Campus) 

Kansas Hospital Association—November 
14-15; Wichita (Broadview Hotel) 

Mississippi Hospital Association — Octo- 
ber 9-11; Biloxi (Hotel Buena Vista) 

Missouri Hospital Association ——- October 
31-November 2; St. Louis (Hotel 
Jefferson) 

Montana Hospital Association— October 
8-10; Billings (Northern Hotel) 

Nebraska Hospital Association—October . 
17-18; Lincoln. (Cornhusker Hotel) 

North Carolina Hospital Association — 
August 9; Asheville (Battery Park 
Hotel) 

Oklahoma Hospital Association—Novem- 
ber 7-8; Tulsa (Mayo Hotel) 

Ontario Hospital Association — October 
28-30; Toronto (Royal York Hotel) 


Oregon Association of Hospitals — No- 


vember 4-5; Eugene (Eugene Hotel) 
South Dakota Hospital Association — 

October 15-16; Sioux Falls (Sheraton 

Cataract Hotel) 


(Continued on page 110) 
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austria 


Company, inc. 


Industrial Acoustics Co., Inc., Dept. 20 
341 Jackson Avenue 

New York 54, N.Y. 

Please send REASONS WHY'"' and ‘'GUIDE TO 
THE PURCHASE OF AUDIOMETRIC ROOMS’ to: 
Name 
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Look for this symbol of quality 
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the most 
versatile conveyor 


ever built! 
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Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “‘variable capacity”. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 


e Mechanical forced air refrigeration system cools 
‘instantly to 40°. % hp compressor cools faster than 


your refrigerator. Does away with need.for cold 
plates, deep freezers or pre-freezing. 
e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 
Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 
Only Blickman makes the revolutionary new Food- 
veyor. For full information see your Blickman dealer 
or write S. Blickman, Inc., 3807 Gregory Avenue, 
Weehawken, New Jersey. : 


BLICKMAN 


FOOD SERVICE EQUIPMENT 
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CONTRACT DIVISION 


Saves Nurses’ Time... Keeps Patients Happier... 
Simmons new Single-action Vari-Hite Bed 


Here’s a Simmons bed specially designed to save nurses’ 
time: the new Single-action Vari-Hite. One simple, easy 
operation lowers or raises both head and foot ends. One per- 
manently attached crank does the whole job—folds away 
flat against the bed when not in use. 


And for patients, the new Vari-Hite means superior com- 
fort—no more foot stools! When desired, the bed can be 
left at home height. Whether it’s being raised or lowered, 
the entire bed always stays comfortably level. Bed easily 
adjusted to shock or drainage positions. 


Like all Simmons hospital furniture, the new Vari-Hite is 
beautiful. You can get it in Simfast colors and wood finishes 
to match almost any decorative scheme. Budget-priced, 
the Vari-Hite has the fine quality materials and workman- 
ship that have made Simmons famous. The complete facts 
are worth writing for! 


SIMMONS COMPANY 


Dependable new construction H-45 safety sides on the Vari- 
Hite assure patient’s safety. Lowered posts make sides 
inconspicuous. In lowered position there’s plenty of room 


underneath H-45 sides for overbed tables and foot room. 


Display Rooms: 
Chicago, New York, San’ Francisco, 
Atlanta, Dallas, Columbus, Los Angeles 
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Don't Waste Your Nurses! 


Time-motion study’ 
proves TUBEX saves 38% 
of nursing injection time! 


Does the conventional injection method waste 
nurses’ time? Time-motion analysis says, Yes! 
Studies’ of procaine penicillin injection in a 
366-bed hospital show that the TUBEX closed- 
system technique cuts 1 minute 19 seconds—a 
saving of 38%—from the average time re- 
quired by nurses in their injection duties. 
With a workload in this hospital of 21,150 


procaine penicillin injections in 1956, conver- 


sion to TUBEX for these wnjections alone would 
have saved 466 nursing hours, or 58 8-hour 


Philtadetphia I, Pa 


nursing shifts, more than enough to provide 


another nursing shift every week. 


What Does This Mean to You? As a hospital 
administrator, you are concerned with nursing 
efficiency. TUBEX disposable units—available 
in a wide range of medications—cut nursing 
time significantly. Apply the savings in nurs- 
ing hours to other vitally needed nursing serv- 
ices! Test all the values of TUBEX in your own 


hospital! Mail the coupon today! 


| 1. Hunter, J.A., etal.: Hospital Management 83:86 (March) 1957. 


WYETH LABORATORIES 
P.O. BOX 8299 
Philadelphia 1, Pa. 


| may study closed-system injection in my own hospital. 


Name 
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Yes, | am a hospital administrator interested in hospital effi- 
ciency. Please rush samples of Tusex, without obligation, so that 


Hospital 


City 
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“NCG provides the means for adminis- 
tering inhalation therapy with security, 
efficiency, and economy—from largest 
bulk supply units to the most delicate 
apparatus.” 
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NCG service is complete. It begins with the plan- 
ning of your piping system. We outline the savings 
you can realize by using piped oxygen. We recom- 
mend types and sizes of equipment. We supply a 


piping layout superimposed on your own floor plans. 


Then we cooperate closely with your contractor 
until the system is installed. : 

NCG service is continuous. It covers everything 
from the delivery of oxygen to the provision of the 
most effective apparatus for administering that 
oxygen to the patient. We feel it is our responsibil- 
ity to work endlessly toward the perfection of new 
methods of inhalation therapy, and our representa- 
tives and research teams are always available to 
help solve your problems. 

NCG service is dependable. In an NCG equipped 
hospital, you can be sure that the tiniest link in the 
chain from the delivery of oxygen to the hospital 
to the inhalation of oxygen by the patient has been 
developed with the greatest care. This applies 
equally to the small safety adapter that plugs into 
the outlet as well as the largest, most intricate 
control unit. 7 

We are happy to have played an important role 
in making piped oxygen a ‘“‘taken-for-granted”’ 
commodity in hospitals. More than 1200 NCG 
piped hospitals attest to the quality of NCG piped 
oxygen systems and terminal apparatus. We can 
be of service to you. Write for information. 
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NATIONAL CYLINDER GAS COMPANY 


840 North Michigan Avenue * Chicago 1], Illinois 


OFFICES IN 56 CITIES 


ELECTAr1C PLANT 


NEWS 


Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is coim- 
pletely automatic. When highline powet 
is interrupted, the plant starts auto- 
matically; steps when power ts restored. 

Models for any size hospital —1,000 
to 75,000 watts A.C. 


Complete standby systems 
at lower cost 


Onon Vacu-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
considerable sav- 
© ing. Check Onan be- 
fore you specify. 


| 


— Write for 


See your 
architect or BS Standby 
engineer Folder 


D.W. ONAN & SONS INC. 


3383 University Avenue 
Minneapolis 14, Minnesota 
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introducing the authors 


Jules H. Berman, author of ‘“‘Help- 
ing Those Who Need Help Most”, 
reports how the new social secur- 
ity amendments assist the states 
to develop and expand their med- 
ical care programs among public 
assistance recipients (p. 50). 

Mr. Berman has been associated 
with the Bureau of Public Assist- 
ance of the Department of Health, 
Education, and Welfare for more 
than 15 years. For the last four 
years he has served as chief of 
the bureau’s Division of Program 
Standards and Development. He 
was the bureau’s principle con- 
sultant in the area of federal and 
state legislation for many years. 

Mr. Berman completed his un- 
dergraduate work and _ received 
his M.A. degree in social service 
at the University of Chicago. He 
has published a number of articles 
on various aspects of public wel- 
fare in the Social Service Review, 
Social Casework, Social Security 
Bulletin and Public Welfare. 


Harry M.. Weir, 
in his article, 
“From Planning 
to Patient Care’”’, 
describes’ the 
layout, interior 
design and cost 
features of the 
two - year - old 
Seminole Me- 
morial Hospital, 
Sanford, Fla. (p. 36). He became 
consultant and administrator of 
the hospital in August 1954 after 
serving one year as administrator 
of the Everglades Memorial Hos- 
pital, Pahokee, Fla. Mr. Weir has 
also served as consultant and ad- 
ministrator of the Clarendon Me- 
morial Hospital, Manning, S.C., and 


as assistant administrator of Spar-— 


tanburg (S.C.) General Hospital. 

After receiving his A.B. degree 
from Duke University in 1947; Mr. 
Weir remained in Durham, N.C., 
two more years to complete the 
Duke program in hospital admin- 
istration. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Weir is currently serving as a 
member of the Florida Hospital 


Association Council on Hospital 
Planning and Plant Operation. He 
has also served as vice president 
and secretary-treasurer of the 
Central Florida Hospital Council. 


Lawrence J. Brad- 
ley, chairman of 
the American 
Hospital Asso- 
ciation Commit- 
tee on Nursing 
and the Asso- 
Ciation’s repre- 
sentative to the 
Executive Com- 
mittee on Ac- 
creditation Policies of the National 
League for Nursing, outlines in his 
article (p. 47) steps that schools 
of nursing should take in prepar- 
ing for full accreditation. 

Mr. Bradley has also held ad- 
ministrative positions in Roches- 
ter, N.Y., hospitals for the past 18 
years. Before joining the Genesee 
Hospital as director in 1946, Mr. 
Bradley had served as assistant 
director and administrative assist- 
ant at Strong Memorial Hospital. 
Since 1946 he has been affiliated 
with the University of Rochester 
School of Medicine and Dentistry 
as an associate in hospital admin- 
istration. 

A graduate of the Bellevue Hos- 
pital School of Nursing for Men, 
New York City, Mr. Bradley re- 
ceived his A.B. degree from New 
York University. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Bradley is chairman of the 
National Joint Commission for 
the Improvement of the Care 
of the Patient. He is also serving - 
on the Public Health Service Ad- 
visory Committee on Professional 
Nursing Traineeship Program. 

Mr. Bradley has served on nu- 
merous councils and committees 
of the American Hospital Associa- 
tion and has held many state and 
regional hospital association posts. 
He is currently serving as a mem- 
ber of the AHA Council on Pro- 
fessional Practice, trustee of the 
Middle Atlantic Hospital Assembly, 
and president of the Hospital As- 
sociation of New’York State. 
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for Baby and 
all the Family 


Goh 


— * CONTAINS HEXACHLOROPHENE 0.25 PER CENT AND 
PARA-CHLORO-META-XYLENOL 0.25 PER CENT. 
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NEW! for patients all ages 


prevents and relieves skin discomforts 


aids healing 


Superior Antibacterial Action* 


Zones of Growth Inhibition —Agar Plate Tests 
(Zone sizes in millimeters) 


| JOHNSON’S 
TEST ORGANISM (MEDICATED | MEDICATED 


P R 
POWDER OWDER A POWDE 8 
Proteus vulgaris | 5.0 | 0.0 0.0 


Micrococcus pyogenes 
var. albus 6.5 0.0 0.0 


Micrococcus pyogenes 
var. albus hemolyticus 5.5 0.0 0.0 


Micrococcus pyogenes 
var. aureus 
hemolyticus 5.5 0.0 0.0 


Micrococcus pyogenes 
var. aureus (Wellcome 
strain CN491) 6.5 0.0 0.0 


Alcaligenes faecalis 10.0 0.0 (3.0) 


T PARTIAL GROWTH INHIBITION 


antibacterial: twofold antiseptic action curbs primary 
infections, helps prevent secondary infections. 


anti-urease: specific inhibition of the enzyme urease 


plus action against urease-producing bacteria checks 


formation of ammonia...prevents diaper rash and am- 
moniacal dermatitis. 


superior absorption: two highly effective moisture ab- 
sorbents help keep skin cool and dry...combat macera- 
tion, chafing and irritation. 


JOHNSON’S MEDICATED POWDER provides unexcelled 
dry lubrication as well as effective deodorizing action. 
It is ideal for sensitive skin—completely safe for babies 
and children. 
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New Brunswick,(/ New Jersey 
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New portable compressor-aspirator 
unconditionally guaranteed for 1 year! 


The new AtrR-SHIELDS D1A-PUMpP* is designed for continuous operation wher- 
ever regulated suction or oil-free compressed air is needed. Portable, rugged, 
quiet, and virtually trouble-free, the DiA-PUMP has been test-run continuously, 
day and night, for an entire year without failure of any part, and is uncondi- 
tionally guaranteed for 1 year. This compact, new diaphragm-type compres- 
sor-aspirator cannot rust, “freeze” or jam from condensed or aspirated mois- 
ture, provides filtered, oil-free air at controlled pressures up to 30 pounds, or 
controlled suction up to 23 inches of mercury. Standard model: 1/6 HP motor, 
115 volt, 60 cycle A.C., with ground wire and adapter plug for 2 and 
3-pronged outlets. Special models available for use with other currents. Write 
us for special Dia-PuMpP folder, or phone collect from any point in the U.S. 
AIR-SHIELDS, INC., Hatboro, Pa. (OSborne 5-5200). 


AIR-SHIELDS, INC 


The new portable compressor-aspirator by 


*Trademark 
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BEFORE 
AUTOCLAVING AUTOCLAVING 


ONLY HIGH STEAM TEMPERATURES can bring out these distinctive markings on “SCOTCH” Hospital Autoclave Tape No. 222. 


YOU'RE ALWAYS SURE... | 


with ‘‘SCOTCH” Hospital Autoclave Tape No. 222" 


NO CHANCE OF ACCIDENTAL ACTIVATION of this 
tape — radiator heat or sunlight doesn’t affect the special inks 
used in “ScotcH”’ Hospital Autoclave Tape No. 222. It takes the 
sustained high steam temperatures of the autoclave to make those 
distinctive diagonal markings visible — and you can see them 
clear across the room! This is not positive proof of sterility, of | 
course — nothing on the outside of a bundle can prove that. 


See your surgical supply dealer now for “ScotcH”’ Hospital 


LEAVES NO STAINS or gummy resi- Autoclave Ta No. 222 and new tape-saving dispensers! 
due! “ScotcH” Hospital Auto- pe pe 
clave Tape No. 222 is the only 


tape that holds firmly in Reg. U.S. Pate Off. 
steam temperatures, yet peels o 
neatly without discoloring linens. H O S Pp I TA L TA Pp E SS 
It seals packs in half the time re- 

e TIME-SAVING WORK-SAVING MONEY-SAVING 


quired for pinning, tying or tuck- 


ing, takes pencil or ink markings. BRAND 
On 
The term ‘‘Scotcnu”’ is a registered trademark of Minnesota Mining and Manufacturing Company, St. Paul 6, Minn. Export Sales Office: G9 
"€seanc™ 


99 Park Ave., New York 16, N. Y. In Canada: P.O. Box 757, London, Ontario. 
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For Peak Production with Quality Control 


ou these Mixer Features — 


"Model V-1400 . . . 140 at. 


Speeds — some 
with timed mixing contro! 


The Great New _ 
“Mighty Eighty” 


It takes all three to deliver the kind of always-true-to 
formula results that build a reputation. You supply 
the formulas. Then depend on Hobart mixers, with 
all three Hobart principles basic to every one, to de- 
liver consistent top-quality results, economically, 
the volume you require. 


ENJOY INTERCHANGE- 
ABILITY of Hobart attach- 
ments and accessories on 
other Hobart units, such 
as the Food Cutter (/Jeft). 
Use them for chopping, 
slicing, shredding, grating, ° 
etc.-in kitchen, bakeshop, 
pizzeria and salad pantry. 


_And with Hobart, you choose the ideal size or sizes 
for greatest efficiency for your own operation—choose 
from 9 models ranging from 5 qt. bench models to the 
great new Mighty Eighty and 140 qt. heavy-duty 
floor models. Each gives you easy-to-clean stream- 
a lined housings plus the up to date efficiency of using 
Trademark of auaity (BR for over 55 years your mixer power plant for added production through 

the use of a complete assortment of practical attach- 

Oo ments. Timed Mixing Control is supplied on many. 
Look over the Hobart kitchen machine line today. 

machine Make it your first choice for all-round kitchen per- 
formance...The Hobart Manufacturing Co., Troy, Ohio. 


The World's Largest Manufacturer of Food, 
Kitchen and Dishwashing Machines 
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} STUDENT HOUSING BILL GOES TO WHITE 
HousE—Nonprofit hospitals are eli- 
- gible for $25 million in low cost 
loans under the provisions of a bill 
which has been passed by Congress 
and sent to the President for his 
signature. 

The loan funds would be used for 
the construction of housing for 
student nurses and interns. (De- 
tails p. 97). 


>» WASHINGTON REPORT—Congress 
has agreed to a Senate-House con- 
ference recommendation that $2.5 
billion be appropriated for the De- 


partment of Health, Education, and _ 


Welfare for fiscal 1958. 
@® The American Medical Asso- 
‘ciation has termed as “incomplete” 


and “inaccurate” statistics supplied 


by the House Appropriations Com- 
mittee which show that civilian 
hospital and medical services are 
more expensive than equivalent 
military services. 

@A plan for group health in- 
surance coverage of federal civilian 
employees and their dependents 
has been announced by the admin- 
istration. Under the proposals, the 
government would contribute one- 
third of the plan’s cost; both basic 
and major medical coverage would 
be offered. (Details p. 97.) 


}» LACK OF CHRONIC CASE BEDS FOUND 
BY STATE COMMISSION—Although 
there is an estimated need for 
32,280 hospital beds for chronic 
cases in New York State, a com- 
mission there was able to list only 
6,972 beds in the state as satisfac- 
tory for their care. 

According to the state agency, 
the New York Joint Hospital Sur- 
vey and Planning Commission, 44 of 
the state’s 65 counties have no hos- 
pital beds suitable for use by the 
chronically ill.. No county has even 
half as many of this type of facility 
as it needs, the commission found. 

New York City has 5,609 satis- 
factory hospital beds for such 
cases, but needs 16,294, the group’s 
report stated. 

In the case of general hospital 
beds, the commission reported that 
there were 59,537 available in the 
state, but that the goal was 71,950. 
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New York City has 32,676 general 
hospital beds, but needs 37,925. 


}» HANSON NAMED SECRETARY OF NORTH 
DAKOTA ASSOCIATION—Harvey C. 
Hanson, assistant administrator of 
the Grand Forks 
(N. Dak.) Dea- 
coness Hospital, 
has been named 
executive secre- 
tary of the 
North Dakota 
Hospital Asso- 
ciation. He has 
held the post at 
Deaconess Hos- 
pital for the 
past two years; 
prior to that he was credit man- 
ager of the hospital. Mr. Hanson 
is also on the board of trustees of 
the North Dakota Hospital Service 
Association (Blue Cross). 


MR. HANSON 


SIX CONNECTICUT COMMUNITIES €ES- 
TABLISH PSYCHIATRIC UNIT—Dr. Her- 
bert S. Sacks, New Haven, Conn., 
child psychiatrist, has been ap- 
pointed executive director of the 
Mid-Fairfield Child Guidance Cen- 
ter. 

The center, scheduled to open in 
October, is to offer psychiatric 
service for disturbed children in 
Weston; Westport, Wilton, Fair- 
field, Norwalk, and Darien—all 
Connecticut communities. 

The center is to be established 
at or near Norwalk Hospital with 


both private and state funds. 


Need for the center was deter- 
mined two years ago when local 
mental health groups found that 


-a “minimum” of 580 children in 


the six-town area were in need of 
some sort of psychiatric care. 


+ EMERGENCY FORCES MOBILIZE FOR LOU- 
ISIANA HURRICANE—More than 1,000 
persons were injured and nearly 


| digest of MEWS 


100 were hospitalized as a result of ~ 


the hurricane which struck the 
Louisiana-Texas area late last 
month, the Red Cross reported. As 
this is being written the death toll 
stands at approximately 350. 

Dr. Joseph A. Hertel, medical 
director at the Lake Charles, La., 
American National Red Cross dis- 
aster headquarters, stated that “the 
town of Cameron was 70 per cent 
destroyed; the towns of Creole and 
Grand Cheniere ceased to exist. 
Within moments, every physician 
and nurse in the city of Lake 
Charles had been notified.” 

He said “hospitals began re- 
leasing patients who could go to 
their homes with safety, in order 
to clear beds; emergency medical 
supplies were loaded on trucks 
bound for the city docks. This was 
the joint Red Cross-civil defense 
disaster medical-nursing plan go- 
ing into action. 

“The 150-bed civil defense emer- 
gency hospital,” Dr. Hertel con- 
tinued, “was divided into two parts 
and sent into the hardest hit areas 
of Creole and Cameron.. Other 
teams of doctors and nurses re- 
ceived casualties as they arrived 


OFFICIAL AHA NOTES—Recent ac- 
tions by the American Hospital Asso- 
ciation Board of Trustees are listed 
beginning on p. 97. 


at the hospitals in Lake Charles— 
Memorial and St. Patrick’s. 

“The Red Cross opened shelters 
throughout the parish for some 
3000 survivors. Each shelter was 
staffed by Red Cross nurses and 
first aid men. Members of the 
medical society made _ regular 
rounds to visit the sick. Those who 
could not be adequately cared for 


Worth Quoting 


Geneva, Switzerland. 


**. . . While medical care associated with hospitals is subject to divi- 
sion and subdivision, the patient is a single unit. It is one and the same 
individual who needs a variety of services at different times—the hos- 
pital or its associated clinics, the physician or dental surgeon, or the 
physiotherapist [and] his own family physician who is, in fact, the hub 
of the entire service . . .”°—Dr. J. M. Mackintosh, World Health Organi- 
zation consultant, at the 10th World Health Assembly, Jan. 10, 1957, 


| 
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in a shelter were moved to a 
hospital.” 

A Red Cross dispensary for 
medical and nursing care was set 
up in the Cameron courthouse be- 
cause the Cameron Medical Cen- 
ter was completely destroyed. 

Immunization against typhoid 
was handled on a spot rather than 
mass basis, Dr. Hertel reported. 
Approximately 100 Red Cross dis-. 
aster specialists were moved into 
the affected areas. 

Because Cameron’s sewage sys- 
tem was destroyed by the hurri- 


cane, and the area became con- 
taminated with a great number of 
snakes and dead bodies, both hu- 
man and animal, health authorities 
asked the Red Cross not to estab- 
lish facilities in Cameron which 
would encourage the volunteers 
and other workmen to remain in 
the city after dark. 

The day before the storm St. 
Patrick’s dismissed ambulatory 
cases, checked supplies, requested 
plasma from other communities, 
and temporarily canceled elective 
surgery, Sister Emerita, the hos- 


PAYS FOR ITSELF 


Unlike ordinary idéntifications, Deknatel 

Name-On Beads Agha attractive as a fine 
piece of jewelry. Parents are eager to buy 
them as a lasting “keepsake”’. 

Even the most modest charge to parents 
yields a profit to you. If desired, Deknatel 
Name-On Beads may be used over and over 
again at a cost of a few pennies for cord 
and lead seal. 

And, remember, Deknatel Name-On Beads 

} are safer because they’re sealed-on . . . per- 
manently. There’s no way to get them off 
except by cutting the strand when baby 
leaves the hospital. 


For sample and details of 30 day trial offer, write — 


Name-On Beads Division 
J. A. Deknatel & Son, Inc. 
Queens Village 29, N. Y. 


pital’s administrator reported. 
Beds were set up throughout the 
hospital, central receiving stations 
were established, and the hospi- 
tal’s activities were coordinated 


with other volunteer and munici- 


pal agencies. 

Patients were brought’ in by 
boats, helicopters, buses, and Army 
trucks. 

The record at St. Patrick’s 
showed, Sister Emerita reported, 
that 78 persons were hospitalized, 
201 given first aid, 34 x-rayed, and 
1474 fed. 

Joseph Hensley, administrator 
of Lake Charles Memorial Hospi- 
tal, is civil defense coordinator for 
the Louisiana Hospital Association. 

During National Hospital Week, 


the Louisiana association sponsored 


a series of six one-day meetings 
on fire safety and disaster plan- 


ning. The meetings were held at — 


New Orleans, Baton Rouge, Lake 
Charles, Alexandria, Shreveport, 


and Monroe. Lt. Robert McGrath, 


hospital inspector, Chicago Fire 


Department, was the _ instructor 


during the six programs. 
* * 


Grinnell, lowa—Approximately 200 
persons were stricken with influ- 
enza between July 1 and July 4 
at Grinnell (Iowa) College dur- 
ing an international religious con- 
ference attended by 1,800 teen- 
agers. 

Most of the influenza victims 
were treated at the newly opened 
16-bed college infirmary and in a 
campus. dormitory. Eight required 
treatment at general hospitals near 
the college. 

A half dozen nurses attending 
the conference helped during the 
emergency and doctors were called 
in from the town of Grinnell. Ade- 
quate medical supplies were on 
hand. 


Guthrie, Ky.—Six persons were 
killed and 26 injured June 29 ina 
train crash at Guthrie, Ky. Thir- 
teen of the injured were taken 
to Memorial Hospital, Clarksville, 
Tenn., and two others were treated 
at Baptist Hospital, Nashville, 
Tenn. 

Forty-six pints of blood were 
brought to Clarksville from Nash- 
ville; there were enough other 
medical supplies available. There 
was. sufficient medical aid _ in 
Clarksville, Administrator Stacy 
Johnson reported. 


HOSPITALS, JAH.A. 


| 


is your 


* 
> 
4 
@ 
a 
4 
pve 
Fee 
on 
—— 
| | 
i < 


ABBOTT 


a dependable source for all 


your parenteral needs 


a full selection of parenterals 


Whatever you need in parenterals, you are almost sure 
to find it here. Abbott supplies a wide variety of elec- 
trolytes, carbohydrates, and other parenteral solutions, 
of ampoules, vials, blood containers, ete., and a partic- 
ularly versatile line of administration equipment. You 
ean build orders to advantageous size from this single, 
convenient source. 


from a broad-line pharmaceutical house 


Furthermore, Abbott experience is not confined to hos- 
pital products alone. The company is a “broad-line’’ 
general pharmaceutical house, with activities ranging 
| over almost the entire span of medicine. Abbott’s paren- 
teral production gains the distinctive advantage of draw- 
ing upon these vast general pharmaceutical resources. 


unexcelled quality control 
For example, our Quality Control Department is much 
larger and more elaborate than would be necessary for 
parenterals alone. We have set up model standards which 
must be scrupulously adhered to; every bottle and vial is 
individually inspected before shipping; and samples and 
detailed records of each lot are carefully preserved. 


and a full-time hospital force 

To assure you fullest satisfaction from our products, 
Abbott maintains a unique field force. Their only duty 
is to assist hospitals. These men can give personal atten- 
tion to your purchase orders . . . and far more. They are 
thoroughly experienced in parenteral techniques, and are 
qualified to instruct nurses in the use of Abbott equip- 
ment, hold demonstrations for staff members, and assist 
in other professional ways. Feel ott 
free to call on them at any time. 
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DOLLS, representing persons who perform volunteer, professional and were grouped into an attractive window display in a downtown 
nonprofessional services at St. Luke's Hospital, Marquette, Mich., bank as part of the hospital's observance of National Hospital Week. 


Doll display effective during National Hospital Week, May 12-18, 1957 : 


TO THE EDITOR 
Dear Sir: 
We are sending you a picture 


{see photo above] of our win-- 


dow display for National Hospital 
Week. 


This display was placed in the 
window of the Union National 
Bank, which is located in the busi- 
ness district of Marquette. It was 
an attempt to emphasize the 
theme, Careers That Count. 


Small dolls were dressed to rep- 
resent the people who render vol- 
unteer, professional and nonpro- 
fessional services at our hospital. 
The dolls were dressed by various 
persons in the hospital. 


The caption below the bed with 
the patient in it was “The Most A 
Important Person in the Hospital’. 
The scene back of the group is the : 
entranceway to St. Luke’s Hospital : 
and it was painted in water colors 
by one of our nurse aides. ; 

The window [display] attracted 7 
the attention of the whole town 
and for that reason we thought 
you might be interested in know- 
ing how we put across the theme 
for National Hospital Week. This 
project stimulated the interest of 
our personnel and it was gratify- 
ing to see the enthusiasm it en- 
gendered among them to tell the 
story of their own _ hospital.— 
AUDREY SHADE, R.N., administra- 
tor, St. Luke’s Hospital, Marquette, 
Mich. 


Develop quiz booklet, display 
to disseminate information 


TO THE EDITOR 
Dear Sir: | 
In the May 1957 issue of the 


American Hospital Association’s 

: Public Relations Newsletter, you 7 

encouraged hospitals to consider 

, follow-up features on job oppor- 
tunities in hospitals after National : 


Hospital Week. Here at St. Mary’s 7 
Hospital [Waterbury, Conn.] we 
are doing just that by means of a 
quiz booklet and display. 

.. This yuiz booklet was de- 


TO CREATE interests in job opportunities in hospitals among patients and visitors, St. 

~ Mary's Hospital, Waterbury, Conn., prepared this display board for use during National 
Hospital Week. The display was so successful that the hospital is planning to use it on a 
year-round basis for educational purposes. Among the visitors who viewed the display were 

City Treasurer William H. Patten (light jacket) and Mayor Edward D. Bergin, who paid an 

official visit to St. Mary's to open National Hospital Week. Face of the unit can be lighted. 
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signed by the [public relations] 
department for distribution within 
the hospital, during National Hos- 
pital Week, among tour groups, 
patients, visitors, and our own 
staff and personnel. It has proved 
tremendously effective among all 
groups and will now be _ used 
throughout the year, possibly with 
an eventual change of questions. 

The booklet was devised pri- 
marily to disseminate information 
which is important for the public 
to understand, yet which is diffi- 


cult to convey in news releases. 
Because the information was so 
Statistical, the comic approach and 
the quiz form were introduced to 
help stimulate interest. 

The booklet has been forwarded 
by this department and by Mr. 
Stuart Knox, executive director, 
Connecticut Hospital Association, 
to member hospitals of the Con- 
necticut Hospital Association and 
to the Central Connecticut Council 
on Hospital Public Relations, with 
rights to adapt. To our knowledge, 


VIM Stainless Steel and VIM Laminex 
Needles have razor-keen cutting 
edges with points that stay sharp 


longer. Concave hubs for easy 
handling. All VIM Syringes, 
including stronger clear-glass 


VIM Interchangeable Syringes 


(any plunger fits any barrel), 


have a velvety-smooth 
action, free from backfire 
and leakage. 


hypodermic needles 
and syringes 


For further information, consult your hospital/surgical supply dealer or write: 


MacGREGOR INSTRUMENT COMPANY, NEEDHAM HGTS., MASSACHUSETTS 
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at least 6 hospitals in Connecticut 
have thus far adapted our booklet 
for their own use, including Wat- 
erbury Hospital and Hartford Hos- 
pital, and 11 out-of-state requests 
for copies have been received from 
public relations agents and hospi- 
tals across the country. 

The photograph [on page 19] 
shows a new display unit which 
was designed by this department 
also for use during National Hos- 
pital Week. The unit is 7 feet high, 
5 feet wide and 8 inches deep. The 
face is pegboard. The photographs 
are 11 inches by 14 inches and 
were all taken at St. Mary’s espe- 
cially for National Hospital Week. 

The inside of the unit contains 
four, 4-foot and two, 2-foot flu- 
orescent tubes and the photographs 
are printed on a special self-diffus- 
ing paper, so that light from be- 
hind causes photographs to glow. 
There is also a fluorescent tube, on 
an independent electrical switch, 
on the outside of the unit behind 
the valance so that when regular 
black and white photographs are 
used, the fact of the unit can be 
lighted. 

A great deal of excitement was 
caused by this unit among the 
public and our own staff. The first 
week [the display] was put into 
use, there was a constant crowd 
around it, which pleased this de- 
partment, in spite of the series of 
minor traffic jams it created. 

The display unit has met with 
such a great deal of enthusiasm 
from all our departments and ad- 
junct services that, as a result, we 
are planning to use the unit as an 
educational implement on a year- 
round basis for individual depart- 
ments, so that the variety of func- 
tions of each of our medical and 
nonmedical departments can be 
more completely depicted. 

Another use of the unit is that 
it can also be used as a visual aid 
in conjunction with talks given by 
our staff members outside or inside 
the hospital—THELMA L. SAN- 
TORO, public relations director, St. 
Mary’s Hospital, Waterbury, Conn. 


Parade, open house mark 
hospital week observance 


TO THE EDITOR 
Dear Sir: 7 

National Hospital Week is one 
observance in which the citizens 
of Miami, Okla., actively partici- 
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Now! OSTIC plaster bandages 


BLUE 


Give patients a little sunshine when they need it most 


For even more fun... Give the kid | 
memberships in the Curity 


HERO CLUB 


Let’s face it. A broken bone is no picnic. It * 
* 
Every kid wants to be ahero...and ¥& 
* 
* 
* 


| * 

can make even a brave youngster mighty 

scared. Anything that can help you relieve * 

his anxiety by imparting a little fun is much 

to be desired. | | * 

And that’s just what new, gaily-colored * 
* 
* 


youngsters with broken bones really 
are. Now you can give ‘em all a 
| Hero's badge and a certificate of mem- 
bership in the Curity Hero Club. Badges 
and certificates packed inside every 


Ostic plaster bandages do. They’re so cheer- 
ful, so light-hearted that they send tension 
down, patient co-operation up. (Works for 


adults,. too!) box of Ostic in colors. 


- And remember this: Ostic in colors is the ® ® 
same high-quality, creamy, fast-setting plas- t > 
ter bandage as regular white Ostic. Only thing UT y | 7 


different is the colors—safe, non-toxic blue, 


green and red as well as white. Try Ostic in | PLASTER BANDAGES | 


colors soon. 7. BAUER & BLACK ee 


Division of The Kendall Company 


Other top-quality orthopedic products from Curity 
CURITY GYPSONA?®... the famous plaster bandage made of imported plaster of Paris. 
CURITY WEBRIL®... the absorbent cast padding of surgical quality that clings to itself. 
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pate. Miami is a prosperous min- 
ing, manufacturing, farm and 
ranch center in the northeast cor- 
ner of Oklahoma. There is one 
hospital in the city, our 60-bed 
Miami Baptist Hospital, operated 
by the Baptist General Convention 
of the State of Oklahoma. Rev. W. 
C. Campbell is the administrator. 
During the week preceding Na- 
tional Hospital Week, the Miami 
News Record, our local newspaper, 
ran a series of short stories with 
pictures on hospital departments 
and personnel. Our local station, 
KGLC, gave spot announcements 
emphasizing the importance of the 
Miami Baptist Hospital and urging 
attendance at its ““Open House’’ on 
Sunday, May 12th, from 2-4 p.m. 
Hospital personnel and the Gray 
Ladies were present to direct all 
visitors through the hospital. 
The afternoon before the open 
house, R. C. Nichols, the Miami 
public school superintendent, di- 
rected a parade through the main 
business street. The high school 
band played appropriate marches 
and the Miamiettes, a popular pre- 
cision drill team of high school 
girls, was featured [see photo be- 
low ]. Large signs were carried an- 
nouncing “Open House” at the 


hospital and heralding the coming 


of National Hospital Week. 

Bands of high school students 
were supplied with lapel ribbons 
on which the caption, ‘National 
Hospital Week, May 12th through 
18th, Visit Your Local Hospital,” 
was printed. These students pre- 
sented each person with one of 
these ribbons as they extended 
personal invitations to the public 
to attend the festivities. 

Those of us who are entrusted 
with the responsibilities here are 
fully aware of our place as a hos- 
pital in the community; but we are 
also pleased that the community 


contact 


Cor FURTHER INFORMATION 
the PERSONNEL OFFICER 


FOUND to be an effective device for promoting hospital careers during National 
Hospital Week, this display in the lobby of the Veterans Administration Center 
at Fargo, N. Dak., will be modified and used throughout the year to interest 
patients and visitors in hospital careers. Tours and social hour were included. 


North Dakota Hospital Uses Careers Placard in Lobby 


TO THE EDITOR 
Dear Sir: 3 

This hospital [Veterans Admin- 
istration Center, Fargo, N. Dak.] 
participated in the observance of 
National Hospital Week May 12th 
through May 18th. As part of that 
observance an ‘‘Open House” was 
held Sunday afternoon on May 
12th, during which time approx- 
imately 100 visitors were escorted 
through the hospital. The con- 
ducted tours were followed by a 
social hour, at which time visitors 
were provided an opportunity to 
discuss and obtain information 
relative to employment opportu- 
nities, etc. 

To assist us in solving some of 
our recruiting problems, we con- 
structed a lobby display which we 
believe was very effective. The 4 


foot by 4+ foot... display was sup- 
plemented by maintaining a table 
of leaflets, which disappeared very 
rapidly, and created such an. in- 
terest that our supply was soon. 
exhausted. 
With the thought in mind that 
you might be interested in what 
we believe to be a very effective 
and economical recruiting device, 
we are enclosing a glossy print of 
the display [see photo above]. 
It is very simply made by merely 
stapling the smaller signs to the 
board. It is our intent to 
periodically modify it and use it 
in an attempt to create interest 
[in hospital careers] on the part 
of visitors and guests who come to 
the hospital—W. B. CARROLL, 
manager, Veterans Administration 
Center, Fargo, N. Dak. 


MIAMIETTES, precision drill team, were featured in 


is aware of its relation to the local 
hospital. Naturally, this situation 
makes for good public relations 
and we are not underestimating 


its importance to the successful 
operation of our hospital.—REv. S. 
U. Butts, chaplain, Miami (Okla.) 
Baptist Hospital. 


the Miami, Okla., parade to publicize the NHW open house at the Miami Baptist Hospital. 
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get WESCODYNE is a completely new detergent-germicide that 
contains amazing “Tamed Iodine’”’®. Increases germicidal 
. _ capacity three to four times and offers a much wider range of. 
effectiveness than solutions containing chlorine, cresylics, 

phenolics or quaternaries. 


WESCODYNE is also an excellent detergent as well as a powerful disinfectant. 
Provides fast cleaning action as it disinfects. A time and labor saver. 


all at a cost of less than 2¢ a gallon at use dilution! 


WESCODYNE is nontoxic, nonstaining and nonirritating to the skin when used > 
as directed. Further; it contains an exclusive “built-in” safety feature. In use, its 
amber color guarantees the presence of germicidal activity. When this color 

disappears, a fresh solution must be,used. You're always sure of germicidal action! 


WESCODYNE is recommended for almost any disinfecting procedure. Safe to use. 
Unaffected by hard or cold water. Leaves no “hospital smell.”” Send coupon for 
full information, including recommended surgical, nursing and hospital procedures. 


WEST DISINFECTING COMPANY, 42-16 West Street, Long Island City 1, N. Y. 
Branches in principal cities * In Canada: 5621-23 Casgrain Ave., Montreal 


LARGEST COMPANY OF ITS KIND IN THE WORLD 3 Bg 


~~] Please send full information on Wescodyne. : 
| Please have a West representative telephone for an appointment. 


Mail this coupon with your letterhead to Dept. 39 
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doctors and nurses who are 


allergic to ordinary rubber 


HE B.F.Goodrich “Eudermic”’ 

glove is made for doctors and 
nurses who are allergic to ordinary rub- 
ber. Pure rubber latex is still used in 
making the glove, but B.F.Goodrich 
has developed a process that removes 
the irritating ingredients that cause 
contact dermatitis or further aggravate 
conditions resulting from other aller- 
gies. 

Although immunity from dermati- 
tis cannot be guaranteed in every case, 
thousands of doctors and nurses are 
now using these gloves successfully. 

The ‘‘Eudermic”’ glove retains all the 
fine features of other B.F.Goodrich 
surgeons’ gloves. It’s just as thin and 
comfortable, yet strong enough to 
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stand frequent autoclaving and con- 
tinue to give perfect service, operation 
after operation. 

Choose from the complete line of 
B.F.Goodrich gloves carried by 
leading hospital and surgical supply 
houses: 

“Miller” brand surgeons’ gloves— 
Long wrists. Sizes 6 to 10 in white 
or brown. Hospital green color in sizes 
6% to 8%. Choice of rolled wrist or 
color banded wrist. 


“Miller” brand examination gloves 


—Short length cuff. Sizes 7 to 9. White 
only. 

“Eudermic”’ special purpose gloves 
come in sizes 6% to 92. White only. 
Cost only pennies more per pair. 


Get free glove care chart —Com- 
plete instructions on proper handling 
of surgeons’ gloves—washing, steriliz- 
ing, drying, storage. Ask your hospital 
or surgical supply house’s represen- 
tative for this useful wall chart, or 
write: Hospital and Surgical Supplies 
Dept., B.F.Goodrich Industrial Products 
Company, Akron 18, Ohio. 


B.EGoodrich 


SURGEONS’ GLOVES 
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EFFICIENCY 


kM. E. construction . . . Monel End Ring 


| armor against rust or corrosion. _ 
Improved external 
a easier to keep clean. 
* Improved door hinge 
closing. 


Cyclomatic control assures 
sterilization cycle with minimum — 
operator time and attention. 


* Vacuum drying keeps work area 
cooler and drier. 


& Solution exhaust valve speeds 
_ cooling of flasked fluids. 


* Exclusive steam-lock door 


assures complete safety. 
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welded to nickel clad interior for complete 


/LOW COST 


ERATION... 
ERICAN MODEL M-E- 


A 
STERILIZERS — 


N oO general specifications, however 


carefully drawn, can cover the 
practical efficiencies and long-range 
economies assured your hospital when 
you specify ““M. E. Rectangular 


Sterilizers by American.”’ 


American Model M. E. Sterilizers meet 
the modern need for large capacity 
steam sterilization of everything from 
surgical and obstetrical packs to 
treatment trays or flasked solutions. They 
have many specific features which make 
them easier, faster and more comfortable 


to use and less costly to maintain. 


But the truly exclusive feature of the 
American M. E. is the integrity of design and 
manufacture which is summed up in the phrase 
“made by American Sterilizer.’’ Only from that 
priceless ingredient can you derive the ultimate in 


convenience, efficiency and lasting economy. 


“White for 


BULLETIN C-105 


AMERICAN 
STERILIZER 


ERIE* PENNSYLVANIA 
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Condolence letters 


Would it be proper for our hos- 
pital to send letters of condolence to 
relatives of patients who have died? 


From a public relations view- 
point, it would perhaps be better 
to telephone or write a brief note 
to patients who have been dis- 
charged from the hospital and are 
on the mend, saying that the hos- 


pital is happy to have been able 
to serve them. 

A letter of condolence might 
sound too much like a form letter, 
if the hospital administrator did 
not have a personal acquaintance 
with the patient. It might also 
sound apologetic on the part of 
the hospital. However, a truly per- 
sonal condolence message from the 
administrator would undoubtedly 


protect yourself 


against 


power emergencies 


Rely on an Allis-Chalmers Engine Generator Set 


Be prepared for power line outages and emergencies — install an 
Allis-Chalmers electric generator set now! .They are proved, de- 


pendable sources of electricity either for emergencies or when ad- 


ditional booster power is required to handle peak demands. — 


f Responsibility is undivided when you have an Allis-Chalmers 

generator set — important through the entire life of the set. Satis- 

faction is assured by Allis-Chalmers’ long reputation for building 
dependable engines and electrical equipment. 


There’s a wide choice of models and fuels. Allis-Chalmers sets 
are offered in capacities from 5 to 300 kw, with engines operating | 
on diesel fuel, gasoline, natural or LP gas. Units require no special 
foundation — they are complete, operate smoothly and quietly. 


You enjoy complete service from Allis-Chalmers — consulta- 
tion on your power requirements, recommendations based on long 
experience, with proper installation and servicing as required. Get 
set for any emergency — see your Allis-Chalmers engine dealer 
or write for detailed information. 


220-kw diesel-powered 
generator set 


ALLIS-CHALMERS, BUDA DIVISION, MILWAUKEE 1, WISCONSIN 


BG-14 
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ALLIS-CHALMERS 


be gratefully received. The rela- 
tionship between the hospital and 
its publics should be the determin- 
ing factor in deciding whether a 
condolence message should be de- 
livered, and in what form. 
—DANIEL S. SCHECHTER 


Wax near OR floor 


Will a greater quantity of noncon- 
ductive material in the form of dust 
and dirt be carried to the operating 
room, via shoes of personnel, from an 
unwaxed hall floor than would be car- 
ried from a waxed hall floor? 

One of the problems regarding 
the use of wax near operating 
rooms is that it tends to track off 
onto the conductive floor. Regard- 
ing the question of dust and dirt 
which might be carried into the 
operating rooms, this would de- 
pend more upon the cleaning rou- 
tine practiced at your hospital than 
on the presence or absence of wax 
on the floor. Of course, wax or dirt 
on the floor of the operating room 
will increase the hazard from stat- 
ic electricity simply because such 
material forms a nonconductive 
layer on the floor. 

—GERALD A. WEIDEMIER 


Reducing fire hazards 


We recently heard of an elderly 
patient who burned to death after 


allegedly dropping a lighted match on 


the incontinent pad (disposable diaper) 
on which he was sitting. The flaming 
pad ignited his pajamas, blanket and 
wheel chair. 

Can you suggest precautions which 
hospitals should take to prevent such 
accidents? 


Certain precautions should be 
taken by hospitals to reduce such 
fire hazards to a minimum. These 
would include: 

Incontinent pads (and surgical 
dressings of all types, whether 
manufactured of cotton, cellulose 
rayon, wood cellulose or synthetic 
material) vary in flammability. 
This factor shouk®be considered 
when purchases are made. Pur- 
chasing agents should determine 
the relative. flammability of the 
various products offered for sale. 

Spillage of alcohol and other 
medications may greatly increase 
the flammability of the product. 

Patients using these items should 
be informed of the dangers in- 
Cin whewers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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herent in their use. If a patient 
isnot in complete control of his 
faculties, smoking should be lim- 
ited to periods when supervision 
is available. 

Pads and diapers should be cov- 
ered with a less flammable mate- 
rial such as a gown, sheet, or 
blanket -whenever possible. 

Hospital personnel should be re- 
minded that almost everything that 
the patient comes in contact with 
will burn and that the hospital has 
an obligation to make its patients 
aware of these hazards. 

—JACK D. DILLMAN 


Presenting awards 


We have more than 2500 members 
in our auxiliary and not one paid 
worker, so we are especially interested 
in having something special in the way 
of presentation of awards. We would 
appreciate any suggestions you may 
have. 


Beyond the awarding of em- 
blems, pins and adopting the 
cheery cherry red uniforms, the 
following are other possibilities 
regarding the manner of presenta- 
tion of awards to your auxiliary 
members: 


_A reception, tea, or luncheon in 


honor of auxiliary members giving 
volunteer service. Such an event 
may be planned quite simply or 
with elaborate programming, de- 
pending upon the wishes of the 
hospital and the auxiliary. Awards 
given for volunteer services can 
be presented at this function by 
the president of the auxiliary; the 
administrator of the hospital or his 
representative, or by a member of 
the hospital’s board of trustees. 

Awards for services could be 
presented at a meeting of the aux- 
iliary. At such a meeting it would 
seem that many auxiliary mem- 
bers might well be in attendance 
—especially if advance notice and 
publicity is given. At this meeting 
it would then be possible to make 
a report of the services. given 
through the auxiliary membership 
to the hospital. The awards, the 
emblems or pins, could then be 
presented as a very special part of 
the meeting. Again, this could be 
handled by the auxiliary presi- 
dent, hospital administrator or a 
member of the board. 

Certificates, which muy be de- 
signed inexpensively, could be 


JULY 16, 1957, VOL. 31 


_ prepared for several types of serv- 


ices. They could be given, for in- 
stance, for inhospital volunteer 
services, listing the length of serv- 
ice or the number of hours given. 
For other than inhospital volun- 
teer services, such certificates could 
be presented either to the group 
in charge of a special project, or 
to individuals who served on the 
project. 

No matter what the occasion, tea, 
luncheon or special meeting, it 
would be a simple matter to ar- 
range for tiny bouquets of flowers 


to be presented to the auxiliary 


members you wish to recognize. 

Publicity for recognition of aux- 
iliary members can be handled in 
different ways. If your hospital has 
a publication for its members, per- 
sonnel, auxiliaries, medical staff, 
etc., you could prepare an article 
telling of the services given and 
listing the persons you will be 
recognizing. 

You may also wish to prepare 


copy to be sent to local newspa- 


pers carrying much the same in- 
formation. PATRICIA SUSSMANN 


"SE 
MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 


Refrigeration custom- 
designed and built to 
solve your special problem 


~ In addition to the world famous Jewett Blood Bank 
and Jewett Mortuary Refrigerator, we manufacture 
a complete line of refrigerators for the hospital field. 
We produce refrigerators for biologicals, pharmaceu- 
ticals, milk formulas, nurses stations, diet kitchens, as 
well as many types of two-temperature refrigerators. 
Let Jewett, the acknowledged leader in this special- 
ized field, supply your needs. Write us if you have 
a specific refrigeration problem. 


WRITE DEPARTMENT H 


REFRIGERATOR 
COMPANY, INC. 
BUFFALO 13. N.Y. 
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hen! 


Give Someone You Love 


A Good Start 


Now it’s begun. He’s taken the first 
step on the path to the man you hope 
he'll be. Many more big steps are to 
come. Medical school? Law school? 
Who knows? It’s never too early to 
begin preparing for them. All parents 
want to help a child as far through life 
as they can. His future will be more 
secure if you consider now a program 
of regular savings. Even small sums 
regularly applied to the purchase of 
U. S. Savings Bonds through the pay- 
roll savings plan will grow steadily into 
a very substantial sum. Or buy bonds 


regularly where you bank. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 


The U. S. Government does not pay for this 
advertisement. The Treasury Department thanks, 
for their patriotic donation, the Advertising 
Council and 


HOSPITALS 
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SETTER BUY 


SAVINGS 
BONDS 


fora BETTER FUTURE 


KENNETH B. BABCOCK, M.D. 


We have a 94-bed hospital. We have 
just given full staff privileges to a 
competent thoracic-cardiac surgeon. 
We do not have assistants, anesthesi- 
ologists or nurses trained for this 
specialized work. Should he be allowed 
to do this work without a “trained 
team”? Who should tell him if the 


answer is negative. 


No, he should never perform 
this work without adequate trained 
help. The above answer should 
have been given to him when he 
was admitted to the staff. If this 
was not done, the chief of staff 
should tell him immediately be- 


fore any arrangements for one of 


these operations are made. 

If he is a conscientious surgeon, 
he would not attempt this work 
without first ascertaining that he 
had adequate, competent help. 
Undoubtedly the hospital and its 
medical staff knew what it was do- 
ing when he was given privileges. 
It is their duty, if they were sin- 
cere in appointing him, to try and 
get trained team help or send per- 
sonnel away for training. 


A noted surgeon recently was quoted 
as saying that “90 per cent of the 
civilian hospitals in this country have 
become menaces to health’’, because 
of poor sanitation and cleanliness. Is 
the statement correct? 


Absolutely not. Hospital, physi- 
cian and public health statistics 
disprove it. 

However, very few qualified 
physicians will- argue the point 
expressed by this surgeon further 
along in the article; namely, we 
are far too complacent and put too 
much faith in new detergents, 
ultra-violet lights and antibiotics. 
There is still no better method 
of obtaining good sanitation and 
cleanliness in a hospital than the 
judicious use of soap and water 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent fo the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 


@ trained team for surgeon 
@ cleanliness in hospitals 


@ services of specialized 
personnel 


@ prenatal records 


under vigilant care and supervi- 
sion. | 

One large hospital, known to 
this office, which is battling in- 
creasing hospital infection, ap- 
pointed specific committees to look 
into and to bring in recommenda- 
tions concerning the following pos- 
sible sources of hospital infection: 

1. Personnel 

2. Operating room procedures 

3. Room, ward and dressing tray 
technique 

4. Central supply room 

5. Heat and chemical steriliza- 
tions 

6. Skin disinfection 

7. Parental fluid administration 
(with special attention to virus 
hepatitis). 

Has your hospital reviewed its 
procedures and techniques lately? 


We are a small hospital of 50 beds. 
We do not have roentgenologist, path- 
ologist or registered technician in 
these specialties. Under these circum- 
stances can we be accredited? 


Probably not, although circum- 
stances sometimes alter cases. 
Quite a few accredited hospitals 
send their x-ray films out for in- 
terpretation and their operative 
tissues for sectioning to another 
hospital. However, they should 
have at least a registered techni- 
cian supervising, if they desire 
accreditattion. 

Quality care comes from quali- 
fied hospital personnel. Looking 
at the matter objectively, the 
commissioners of the Joint Com- 
mission do not feel that they can 
truthfully temporize with condi- 
tions below those mentioned. 


Should there be a prenatal record 
on an obstetrical patient? 

Yes. There should be an ade- 
quate prenatal history and physical 
record on every obstetrical case, 
either written or dictated by a 
physician. It may never be written 


by a nurse, secretary or lay indi- 


vidual. Such records written by 
house officers are acceptable. 
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Right now, the administrator is pleased as 
punch. Because he knows the dangers of 
“averages,” X-ray’s problems aren’t prob- 
lems at all. | 


You see, total patient days have been run- 
ning at a fairly constant level. Yet, at the 
same time, the demand for X-ray’s services 
has continued to mount. 


How did this administrator take the situa- 
tion in his stride? His on time reports about 
the utilization of special services by kinds 
of patients showed that in each successive 


*A paper delivered by 

John L. Mayer, Jr., 

at an A.A.H.A. conference, 
VUrlando, Florida 


McBEE 


month X-ray’s load was from a class of 
patient requiring many more X-ray units 
than did the predominant class last year. 
Thus informed, the administrator could 
anticipate the increased demand for X-ray’s 
services — and promptly institute the proper 
action. 


This is but one example of how proper 
figure facts can point up situations that de- 
mand administrative action. For further evi- 
dence, write to us today for your complimen- 
tary copy of “Better Patient Care Through 
Administrative Controls.’’* 


Better patient care 


through administrative controls 


The McBee Company, Athens, Ohio 


Division of Royal McBee Corporation * Offices in principal cities 


In Canada: The McBee Company, Ltd., 179 Bartley 
Drive, Toronto 16, Ontario 
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‘SERIES 2000” Kinet-o-meter® 
for greater ease in attaining anesthesia 


Ohio Chemical believes it the duty of the medical 
supplier to match increasing knowledge of anesthesia 
with the finest tools for its use. To this end, Ohio 


Chemical proudly presents the ‘“‘Series 2000” Kinet-o- 
meter. 


Especially noteworthy are the following advan- 
tages of this new model. 


THE “VERNI-TROL” VAPORIZER 


This new vaporizing system produces consistently 
high concentrations of ether vapor over long periods 
of time. Separate needle valves and flowmeters per- 
mit reproducible metering of oxygen through ether. 

A special device circulates the liquid ether to facili- 
tate absorption of heat from the surrounding area. 
This replaces heat lost through vaporization. 


HOSPITALS, J.A.H.A. 
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CIRCUIT CONTROL VALVE | 

The circuit control valve permits quick change of the 
“VERNI-TROL” from “Ether On” to “Ether Off.” 
Inlet and outlet valves give a positive seal when 
“VERNI-TROL” is off. Opening oxygen flush valve 
shuts off ether flow. 


LONG-SCALE FLOWMETERS 

The 11-inch hand-calibrated flowmeters are easily 
.read and their exceptional accuracy eliminates the 
need for “leveling devices.” Two separate flowmeters 
each (high and low range) for oxygen, nitrous oxide 
and ether, provide an ample range for all techniques. 
Large visible floats are easily read against brilliant 
color background identifying the gases. A separate 
needle valve is provided for each flowmeter. Models 
available with long-scale flowmeters only — less 
“VERNI-TROL” vaporizer. 


OTHER ADVANTAGES 
In addition, the “‘Series 2000” Kinet-o-meter retains 
the “‘proved-in-use” features of the “Series 1000” 
Kinet-o-meter. All compatible accessories are avail- 
able plus two new ones: 3 
@ B-D Mercury Column Type Blood Pressure 
Manometer Kit, complete with cuff, bulb, tub- 
ing, bladder and bracket | 
@ A full-width handle for mounting on front or 
rear of cabinet = 


Catalog 4756 offers additional information, and our 
representative will be glad to call at your request to 
explain why the “Series 2000” Cabinet Kinet-o-meter 
is the ultimate in design and performance in an anes- 
thesia machine. 


PRODUCTS 


MEDICAL GASES © THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 
OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
STERIL-BRITE FURNITURE © SURGICAL SUTURES AND NEEDLES 
STILLE SURGICAL INSTRUMENTS 


“Service is Ohio Chemical's 


AIDS FOR 
ANESTHESIA 


WOODHULL 
ADAPTER. 


The Woodhull Adapter (available in both 11 mm, 
and 15 mm. connections) allows coupling intra- 
tracheal catheter to gas machines at variable an- 
gles. The universal ball joint eliminates sharp angu- 
lar turns, and reduces air turbulence. The added 
freedom of movement of the Woodhull Adapter 
makes it desirabl@in neurosurgery. 


JACKSON TRACHEOTOMY TUBE 


This silver tube with standard 11 mm. tapered out- 
let permits connection to standard anesthesia in- 
tratracheal fittings. This allows easier administra- 


tion of anesthesia to patients who have under- 


gone tracheotomy. Both tube and fittings can be 
used with a minimum of clearance. A lightweight 
elbow can be easily removed for suctioning. Out- 
side diameter of cannula ranges in eight sizes from 
4 mm. to 12 mm. For more details, request Catalog 
No. 4727. 


ESOPHAGEAL STETHOSCOPE 


The Ohio Chemical stethoscope receives more avudi- 
ble heart and respiration sounds as the transducer 
is placed in the esophagus. Connecting tubing con- 
tains a Luer-Lok union. Complete kit includes an 
acoustical transducer, connecting tubing and a self- 
retaining ear piece. For more details, request Cata- 
log No. 4757. 


INHALER 


The “Y” is of durable, lightweight die- 
cast aluminum. With the 90° (15 mm.) 
mask elbow, the anesthesiologist or 
anesthetist quickly can switch from the 
mask to either the oral or nasal cathe- 


exhalation valve, and in both the 11 
mm. and 15 mm. catheter connector 
slip-joint fittings. For additional infor- 
mation, please request Form 4757. 


$-C€-R-A-M" MASK 


The SCRAM mask can be shaped to fit any facial 
contour. The malleable ring and plastic cushion can 
be formed to fit comfortably with a minimum of 
dead space. Molecular structure of rubber com- 
pound furnishes needed conductivity. Available in 
small, medium and large sizes. For more details, 
request Catalog 4689. 


Most Important Commodity” 


ter. It can be had with or without an’ 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


MADISON 10, WISCONSIN 


At the frontiers of progress you'll find An Air Reduction Product .. . Ohie: Medical Gases and hosp:ta! equipment 
chemicals Purece: Carbon.dioxide, tiquid, solid (‘‘Dry-ice’’) National Carbide: Pipeline acetylene and calcium carbide 
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Ohio Chemical Pacific Company, Berkeley 10, Calif. 


Ohio Chemical Canada Ltd., Toronto 2 
Airco Company International, New York 17 
Cia. Cubana de Oxigeno, Havana 


(All Divisions or Subsidiaries of 
Air Reduction Company, Incorporated) 


¢ Airce: Industrial gases, welding and cutting equipment, and acetylenic AIRCO 
« Colton Chemical: Polyviny! acetates, alcohols and other resins. bos 
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of the hospital team ! 
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Reduce patient calls 


with Honeywell Bedside 


‘lemperature Control 


Saves steps for busy nurses © Provides better therapy 


More comfort for your patients 


ONEYWELL Bedside 

- Temperature Control 
gives your patients finger- 
tip adjustment of their own 
personal comfort. It frees 
your nurses from ‘‘chamber- 
maid chores” such as open- 
ing and closing windows, 


carrying blankets from the 
storeroom, and refilling hot-water bottles. 


Bedside Temperature Control also provides 
a saving in fuel costs by eliminating heating 
waste. It allows physicians and surgeons to 
“prescribe” exact room temperatures to help 


speed patient recovery. With the “bedside” 


H 


installation, the beautiful new Honeywell 
Round thermostat is mounted for finger-tip 
adjustment by the patient. In 2-bed rooms 
it is mounted between the beds where tem- 
perature can be adjusted by either patient. 


Specify Honeywell Bedside Temperature 
Control for your new hospital or addition. 
Also available for your existing bedrooms 
at costs as low as $87.50 per room*. No 
tearing out of walls or redecorating is neces- 
sary. For more information, call your local 
Honeywell office now. Or write Honeywell, 
Dept. HO-7-26, 2727 4th Avenue, South, 
Minneapolis 8, Minnesota. 


* Average installed price for room with one radiator 


oneywell 


Hospital Room Temperature Controls 
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Synkayvite” - brand of menadiol sodium diphosphate, 


WHY SYNKAYVITE? 


Synkayvite is a water-soluble. 
vitamin-K compound of high 


anti-hemorrhagic activity, 
assuring desired clinical 


results in obstetrics and 
Surgery e 


Synkayvite is convenient sand 
time-saving. 5-mg (1 cc), 10-mg 
(1 cc) and 75-mg (2 cc) doses 
are all available in COLOR-BREAK 
ampuls which nurses open with 

a flick of the finger. Even the 
high-potency 75-mg dose is 
provided in low volume (2 cc). 


Synkayvite is kind to the 
patient. There is normally 
no stinging or aching, no matter 


’ whether it is injected 


subcutaneously, intramuscularly 
or intravenously. 


a From the standpoint of physician, 


pharmacist, nurse and patient, 


let Synkayvite be your 
hospital's vitamin K. 


Hoffmann - La Roche Inc * 
| Nutley - WN. Jd. 


Order direct from 'Roche' at hospital prices 
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editorial notes 


—guest editorial: instrument counts 


The recent decision of the Cali- 
fornia Supreme Court in the case 
of Leonard v. Watsonville Com- 
munity Hospital, 47-ACA 516, has 
again raised the old question of 
whether or not a hospital should 
require an instrument count as a 
routine procedure in surgery. Al- 
though custom and good practice 
have established sponge counts as 
an accepted procedure, very few 
hospitals have established routine 
instrument counts. 

In the Leonard case it was 
clearly established that neither the 
hospital defendant nor the other 
hospitals in the vicinity took in- 
strument counts. Based upon this 
uncontradicted evidence the trial 
court held that, since there was 
no other negligence shown on the 


_ part of the hospital that connected 


it with the Kelly clamp found in 
the patient after surgery, there 
was no Case against the hospital to 
submit to the jury, and entered a 
nonsuit as to the hospital. 

The case was appealed and ulti- 
mately reached the Calfornia Su- 
preme Court, which reversed the 
trial court and held that even 
though the hospital had followed 
the standard of practice in the 
community in not taking an instru- 
ment count, that the jury should 


have been permitted to speculate 


and ultimately decide whether or 
not there was negligence on the 
part of the hospital in not requir- 
ing a count. The court states: 
“We cannot say as a matter 
of law that there was no duty 
on the part of the hospital and 
the nurses to keep .an instru- 
ment count in order to assist 
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the surgeon determining 
whether instruments usea 
had been removed from the pa- 
tient prior to final closure.” 
This - decision should ‘not be 
overstated or understated. It does 
not say that a hospital must make 
instrument counts or be held ne- 


gligent if a stray instrument is 


found in the patient. But it does 
say that the hospital cannot rely 
on community practice as a stand- 
ard of practice which will protect 
the hospital against immunity. On 
this point the court states: 

“These defendants seek to 
avoid liability on the theory 
that they were required to exer- 
cise only that degree of skill 
employed by other hospitals and 
nurses in the community. It is 
a matter of common knowledge, 
however, that no special skill 
is required in counting instru- 
ments. Although under such cir- 


cumstances proof of practice or 


custom is some evidence of what 
should be done and may assist 
in the determination of what 
constitutes due care, it does not 
conclusively establish the stand- 
ard of care.” 

In reaching this conclusion the 
court was not taking a unique posi- 
tion. There have been cases out- 
side of the hospital-medical field 
that have reached a similar con- 
clusion. 

This leads to the question of 
what should be done as a result 
of the decision, if anything. The 
members of the California Hos- 
pital Association were immediately 
advised of the decision but it was 
suggested that they take no action 


until the matter was thoroughly 
reviewed by the state association’s 
council on insurance. The council 
on insurance in turn asked for a 
study to be made by Jack Fulton, 
as special representative for the 
association’s professional liability 
carrier and by the legal counsel for 
the association. 

The study developed the fact 
that during the past three years 
there has been reported only one 
lost instrument in all of the hos- 
pitals participating in the Califor- 
nia Hospital Association insurance 
program. Furthermore, in the more 
complicated types of surgery, 
where there is the greatest danger 
of a lost instrument, from 150 to 
1,000 instruments may be in the 
instrument packs utilized in a 
single surgery. The. counting of 
these instruments might take from 
15 to 30 minutes, and such count 
would have to be made prior to 
the closing to be of any benefit. It 
was further pointed out that tak- 
ing such a count would require the 
services of two surgery nurses at 
the very time when they were ab- 
solutely essential to proper pro- 
gress of the operation. 

Based upon these findings, it is 
the unanimous judgment of the 
council on insurance that there is 
no present justification for recom- 
mending routine instrument counts. 
In reaching this conclusion the 
council has followed its basic doe- 
trine that “what is best for the 
patient’s welfare must control.” 
Risking a patient’s recovery or 
even life while the completion of 
surgery is delayed to perform a 
routine instrument count cannot be 
justified. 

Surgery teams often develop in- 
formal procedures for controlling 
instruments during surgery. Such 
practices should be encouraged, 
and any staff surgeons who appear 
to be careless in their handling of 
instruments should be referred to 
the surgery committee. The con- 
trol of instruments must continue 
to be the responsibility .of the 
surgeon.—RITz E. HEERMAN, sec- 
retary of the California Hospital 
Association’s Committee on Insur- 
ance, and general manager of 
the Lutheran Hospital Society of 
Southern California. | 
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THE ADMINISTRATOR of Seminole Memorial Hospital is shown at top with the plans 
of the present facility, and (above) one of the original sketches of the hospital 
proposed in 1920. Below is the present Seminole Memorial Hospital, Sanford, Fla. 


history 


“AYING THE cornerstone of Sem- 
& inole Memorial Hospital in 
1955 marked the beginning of real- 
ity for a 30-year-old dream. As 
early as 1920, sketches for hos- 
pital facilities had been drawn 
and consideration given to erecting 
a hospital. It seemed impossible 
to secure adequate funds, how- 
ever, and these sketches never 


reached the planning board. (See 


drawing at left.) 

In 1952, stimulation for a mod- 
ern hospitah was given added im- 
petus with a gift of $250,000 from 
a trust fund established for this 


the story of Seminole Memorial Hospital— 


from planning to patient care 


by H. M. WEIR 


layout 


- WAS DECIDED to erect a three- 
story, T-shaped building that 
would be completely air condi- 
tioned. Since the mean altitude in 
the area is low, a basement was 
economically unfeasible, if not 
impossible. We felt that this type of 
facility would prove more econom- 
ical in construction and operating 
costs, provide a smoother circula- 


H. M. Weir is administrator, Seminole 
Memorial Hospital, Sanford, Fla. 
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purpose. A citizens committee was 


formed for the purpose of raising 
the additional funds ‘needed 
through a hospital bond issue. The 
success of this bond issue, together 
with a federal grant under the 
Hill-Burton act, finally provided 
sufficient money to begin planning 
and construcion of the new hos- 
pital. 3 

Since the existing hospital was 
a private corporation and, there- 
fore, ineligible to receive funds 
from the bond issue, it was neces- 
sary to create a new county hos- 
pital organization. The board of 


SPACIOUS awning type windows in patient rooms at Seminole Memo- 
rial Hospital are designed for full exterior views and are washable They are also equipped with awning type windows and patient room 


from the inside. Each room is equipped with ‘“‘push-pull’’ doors for 
noiseless closing and combination overbed reading and examining lights. 


trustees appointed, then met with, 
the architect. and representatives 
of the medical society to. initiate 
a survey of the community to de- 
termine the bed-service ratio es- 
sential for adequate medical care 
in the community. A careful re- 
view of this survey, which had 
studied the existing population and 
its rapid development, indicated a 
need for 75 beds with a flexible 
plan for additional beds when 
necessary. 

The trustees had also engaged 
an administrator prior to construc- 
tion to serve as a consultant and 


FOUR solariums, such as the one pictured above, are in the hospital. 


advisor to them. In a conference 
with the trustees and architect, the 
administrator’s position was clari- 
fied as being a representative of 
the trustees. It was agreed that 
if any conflict of opinions occurred 
between the administrator and 
architect, the trustees’ opinion 
would be final. 

As our plans proceeded two 
major problems became evident; 
1) to erect a hospital with flexible 
features and the latest equipment, 
and 2) to achieve our first objec- 
tive and still save on operating 
costs. 


facilities for conversion to semiprivate rooms when necessary. The 
rooms provide both patients and visitors with a place for relaxation. 


tion flow between departments and 
personnel, and allow flexibility for 
future expansion. 

All the private rooms are at 
least 12’ by 15’ and have du- 
plicate facilities to permit their 
conversion to semiprivate accom- 
modation when needed. Four so- 
lariums are provided—two on each 
floor—with patient room facilities, 
thus affording a place for patient 


and visitor relaxation and, also, 
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allowing an additional area for 
conversion to semiprivate rooms. 
There are connecting toilets be- 
tween semiprivate rooms and a 
toilet and shower in single rooms. 
The first floor of the hospital is 
devoted to administrative, service, 
and diagnostic and treatment fa- 
cilities. These three general de- 
partments are arranged in a man- 
ner that defines and isolates each 
but still keeps them close together. 


These separate departments on the 
first floor and the other depart- 
ments which are on the second 
and third floors are located near 
the center of the building. Two 
elevators, one for service and 
emergencies, the other: for passen- 
gers, are also in the center of 

The surgical suite was able to 
be isolated from the rest of the 
hospital but still be. adjacent to 
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THE CENTRAL supply department, which is located near the operating suite on the second 
floor of the hospital, uses a dumb waiter to provide direct service to the floor units it serves. 


DELIVERY room J ROOM 


THIS AUTOCLAVE equipment between the two major operating rooms is equipped for two- 
minute sterilization. There is an intercommunication system between the operating rooms 
and the nurse supervisor's desk, and emergency portable lights in each operating room. 


the elevators and central supply, 
by locating it in the south arm of 
the “‘T’ on the second floor. This 
suite consists of two major oper- 
ating rooms with a scrub room be- 
tween them, and a cystoscopic 
room with 100 MA x-ray facilities 
that can be used for minor surgery. 


A small x-ray dark room joins the. 


cystoscopic room. 

Since the second and third floors 
are devoted to patient units, with 
the exception of the surgical and 
obstetrical suites, every effort is 
made to eliminate any unnecessary 
noise that might disturb the pa- 
tients. Acoustical ceilings are used 


in corridors and other noisy areas. 
The isolation rooms are completely 
sound-proof and are equipped 
with private toilets and showers. 

By following the technique of 
“grouping together but isolating”’, 
all utility areas are located within 
15 feet of the centrally located 
nurses’ station. This includes the 
utility room, pantry, medicine 
room and so forth: Movable cor- 
ridor doors segregate services when 
needed or restrict patient areas if 
the census is low. 

Delivery and labor rooms (with 
a scrub room between them) are 
located on each floor. There is an 
instrument washer and sterilizer 
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THE “‘FAMILY” or retiring room at Sem- IN THE obstetrical suite the nurses’ desk is 


inole Memorial Hospital is near the located to command a view of both the 
lobby on the first floor. It provides pri- labor and delivery rooms. The labor room is 
vacy for relatives of critically ill patients. designed for emergency deliveries if necessary. 


2 


NURSING stations at the hospital! are approx- 
imately 75 feet from the farthest patient, and 
are equipped with nurse-patient intercom- 
munication systems. ABOVE: The nurses’ 
lounge and locker room adjoins the nursing 
station. LEFT: The intensity of the corridor 
lights is controlled from rheostat switches 
like this one which are in the nursing stations. 


DOCTORS’ lounges—located on each floor of 
the hospital—are equipped with dictating 
phones for speedier, easier medical record 
keeping with a minimum of paperwork. 


in the substerilizing room between 
the labor and delivery rooms. An 
alarm system indicates conductiv- 
ity in the delivery and labor rooms 
as in the operating suite. 
Although it was recognized that 
the cost of constructing and equip- 
ping two delivery rooms would in- 
crease the over-all cost of the new 
building, the survey had indicated 
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THE FORMULA room is conveniently located 
near the third-floor nurseries in the hospital. 


THE MEDICAL library, conference room and record room at Seminole Memo- 
rial Hospital (first floor) are separated by accordion type doors that are lockable. 
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THE HOSPITAL'S ancillary departments such as the pharmacy, x-ray, blood bank 
and laboratory (pictured above) are located in one wing of the first floor. 
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that these facilities would be great- 
ly needed, and the trustees con- 
tinued to follow their policy of 
providing the optimum facilities 
for the patient. 

In planning for an economical 
operation, considerable study was 
given to the flow of traffic within 
the kitchen. The final plans had 
designated a decentralized food 
service capable of serving approxi- 
mately 100 patients. 

After many field trips to neigh- 


boring hospitals for an observation ABOVE: A doctor uses the dictating phone in the doctors’ office in surgery. His notes will 
of their operations, it was deter- be transcribed by the central transcription pool located in the record room. BELOW: The 
mined finally that this portion of central communication area in the business office permits one operator to control all 
: incoming and outgoing calls and the paging system. This operator is also the cashier. 
the planning should be revised to | 


provide a centralized food service. 
It was agreed that this revision 
would be not only more economi- 
cal but also more flexible in a 
future expansion program. 

Laundry is an outside service 
on a contract basis. 

A central communications area 
is located within the business office 
so that one person can handle all 
incoming and outgoing calls over 
the switchboard, the paging sys- 
tem, the doctor’s signalling system 
and also serve as cashier, thereby 
effecting a savings on operating 
costs. 

Alterations made during the con- 
struction indicated to us the econ- 
omy that can be effected through 
careful planning. | 


PATIENT trays are sent to the floors by dumbwaiters from THE CAFETERIA (below) is incorporated in the centralized food service system 
the central kitchen then served to the individual patients. which is used at Seminole Memorial Hospital because of its economy and flexibility. 
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interior 


ONSIDERABLE ATTENTION was 
& given to the color schemes 
used. throughout the hospital. In 
a conference between the architect 
and administrator, it was decided 
to abolish the traditional whites 
and use variety and harmony as 
the basis for interior color. The 
principles of color dynamics were 
applied with the following results: 

(1) The morale and mental out- 
look of the patients is improved 
thereby aiding in their recovery. 

(2) The staff develops pride in 
the hospital which encourages 
neatness and cleanliness, thus re- 
ducing maintenance and _ house- 
keeping problems. 

(3) Good will among patients 
and visitors is promoted by pro- 
viding bright, cheerful reception 
rooms and corridors. 

Five basic pastel color combina- 
tions are used in patient rooms to 
provide a cheerful and relaxing 
atmosphere. Since the patient ly- 
ing in bed views the ceiling as a 
wall and the wali at his feet as 
the floor, it was decided to use one 
color on that wall and the ceiling 
and a harmonizing color on the 
other three walls. 

“Cool” shades are used for rooms 
with a southern exposure and 
“warm” shades for those with a 
northern exposure. 

In the corridors, colored protec- 
tive wall fabric is used on the low- 
er half of the wall with a harmo- 
nizing color. above. The colors of 
the corridors and the floor tile are 
different on each floor. In the case 
of the floor tile, a different pat- 
tern is used on each floor in an 
effort to minimize any impression 


of monotony. 


Tile is laid in a design that pre- 
sents an effect of shorter corridors. 


A contrasting color to that of the 7 


corridors is used in the nursing 
stations to emphasize that they are 
special work areas. 

In the operating suite, delivery 
suite, emergency rooms and all 
utility areas, a  glare-reducing 
shade of ceramic tile dado is used 
with a harmonizing color above the 
dado. These colors were selected 
for their tendency to provide re- 


lief from eye strain, as well as 


reducing glare. 
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THE FLOOR tile in the corridors of the hospital is laid in a design that presents an 


effect of shorter corridors and helps eliminate any impression of monotony. 


SEMINOLE MEMORIAL HOSPITAL—CONSTRUCTION COSTS 


construction cost with fixed equipment*: 
| number of beds: 

cost per bed: 

gross square feet: 

square feet per bed: 

cost per square foot: 

cubic feet: 

cost per cubic foot: 


associate architects: 


consulting architects: 


mechanical engineer: 


$955,167.00 
7§ 
$12,736.00 
47,300 
63 | 
$20.19 
593,000 
$1.61 


Jas. Gamble Rogers || 
Elton J. Moughton 


Rogers and Butler, New York 


Richard Belsham Associates 


*Equipment includes sterilizers, surgical lights, kitchen, stand-by generator, shelving and cabinets, 
lockers, curtain cubicles, paging system, intercommunication system and house telephones. 


reaction 


hes THE beginning, the plans 
and goals of everyone con- 
cerned had been to create a “‘liv- 
ing” hospital with the most mod- 
ern facilities and to use these 
facilities in an accredited manner. 

Toward the end of our first year 
of operation, we requested and 
received a survey by the Joint 
Committee on Accreditation of 
Hospitals. We were informed that 
full accreditation had been granted 
to us exactly 11 months and 11 
days after we began operation. 

The perspective of a year in our 
new hospital provides the advan- 
tages of many lessons learned. The 
operation has proved to be both 
flexible and economical, convincing 
proof that careful planning is es- 
sential. It is inevitable that some 
changes had to be made but, for- 
tunately, they have been kept to 
a minimum. 


We discovered that our storage 
facilities were inadequate and 
noted simultaneously that we had 
too many locker rooms, so conver- 
sion to more storage was simpli- 
fied. The nursing stations have 
proved to be too small for the 
assigned work load, and we are 
now considering a re-design of 
this area. Other than these two 
items, all other features of the hos- 
pital have proved very satisfac- 
tory in actual operation. 

Having recently completed our 
first year of operation, we feel 
deeply impressed with two major 
lessons that have been learned 
during this period: 

(1) To plan and build for an 
economical operation is not suffi- 
cient. It also requires an efficient 
hospital staff. 3 

(2) Stone, mortar and modern 
equipment alone do not make a 
hospital, but combined with com- 
munal trust, staff dedication and a 
loyal hospital staff, they will. 8 
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UBLIC LAW 569 became effec- 
tive Dec. 7, 1956, and extend- 
ed inhospital benefits with some 
limited outpatient services in civil- 
ian hospitals to dependents of 
members of the uni- 
formed services. The 
uniformed services 
covered includeArmy, 
Navy, Air Force, Ma- 
rines, Coast Guard, commissioned 
corps of the Public Health Service, 
and the Coast and Geodetic Survey. 
Nearly six months of operation 
have been concluded and our ex- 
perience accumulated to date, 
while not conclusive, does show 
some trends. Some oversights in 
the drafting of regulations have 
been discovered which are grad- 
ually being corrected. 

The American Hospital Associa- 
tion had for several years been 
interested in promoting use of 
civilian hospital facilities in the 
interest of promoting the widest 
use of existing hospital facilities 
and preventing the operation of 
larger armed services hospital fa- 
cilities than required for their 
legally defined mission. It was fur- 
ther recognized that legislation 
was needed to permit the extension 
of hospital services to some 40 per 
cent of the 3,095,000 dependents 
of service personnel for the follow- 
ing reasons: 

1. Some dependents lived too far 
from military facilities; 

2. Military hospital facilities 
were overcrowded; 

3. The type of care needed 
could not be provided. 

The military authorities also rec- 
ognized that career incentives in 
the form of health care benefits 
for dependents of uniformed serv- 
ice personnel were needed to make 
so-called “fringe benefits’ more 
comparable to those offered by in- 
dustry. 

The privileges extended to the 
dependents in civilian facilities 
were not identical to those in mili- 
tary units. Because this paper is 
based on the operational experi- 


Madison B. Brown, M.D., is associate di- 
rector of the American Hospital Associa- 
tion. This article is adapted from an 
address given at the 1957 annual conven- 
tion of the Tennessee Hospital Association, 
May 30—June 1, at Gatlinburg. 
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six-month progress report— 


meeting the tests 


by MADISON B. BROWN, M.D. 


The Medicare program has been 
in operation for approximately. six 


months. The author presents a progress 


report of Medicare’s. operation and 
experience to date, listing the pro- 
visions of the program, its contract 
arrangements, problems, reimburse- 
ment schedules and current status. 


ence of Medicare in civilian facili- 
ties, only those benefits applying 
to civilian hospitals will be con- 
sidered. The following persons 
may receive care in civilian hos- 
pitals at government expense: (a) 
lawful wife, (b) lawful dependent 
husband, and (c) unmarried legiti- 
mate children under 21. Depend- 
ent children more than 21 years 
old are eligible if they are inca- 
pable of self support because of 
mental or physical incapacity 
which existed before they reached 
21 years of age, or if they are 
enrolled in an institution of higher 
learning and are under 23. At 
present, only dependents eligible 
for care in civilian hospitals have 
freedom of choice between care 
in either military or civilian fa- 
cilities. 

The Dependents’ Medical Care 
Program is primarily for inhospi- 
tal service. Briefly, these services 
include: 

1. Treatment of acute medical 
conditions including acute exacer- 
bations or acute complications of 
chronic diseases; 

2. Treatment of surgical condi- 
tions; 

3. Treatment of contagious dis- 
eases including tuberculosis; 

4. Complete obstetrical and ma- 
ternity care, including care of the 
newborn; 

5. Treatment of emergencies 
that are a threat to the life, health, 


of Medicare 


or well-being of the patient, in- 


cluding acute emotional disorders 


pending arrangement for care at 
other than governmental expense; 

6. Diagnostic tests and proce- 
dures, services, and supplies re- 
quired during hospitalization; 

7. Dental care adjunct to medi- 
cal and surgical treatment; 

8. 365 days of. care in semi- 
private accommodations, i.e., 2-3-4 
beds per room. 

Outpatient care includes: 

1. Obstetrical and maternity care 
ordered by the physician, during. 
pre and post partum periods; 

2. Treatment-of fractures, lacer- 
ations, dislocations and bodily in- 
juries; 

3. Diagnostic tests and other 
tests and procedures performed 
prior to or after admission as an 
inpatient for a surgical procedure 
or bodily injury when such tests 
are incident to the surgical pro- 


cedure or bodily injury for which 


the patient was hospitalized. 

Thus it is plain that the intent 
of the program is to provide com- 
prehensive service coverage. How- 
ever, purely diagnostic service is 
not covered either for inpatients 
or outpatients. 


CONTRACT ARRANGEMENTS 


Hospitalization aspects were cov- 
ered in two contracts; 31 states 
and the territories were assigned 
to Blue Cross and 17 states were 
assigned to Mutual of Omaha In- 
surance Company. However, for 
the payment of physicians, 53 con- 
tracts were made as follows: 

@® 33 contracts are with medical 
societies and Blue Shield; 

@ 1 contract is with a medical 
society and Blue Cross; 

@ 2 contracts are with medical 
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societies and an insurance com- 
pany; 

@ 13 contracts are with the med- 
ical societies only: 

@2 contracts are with Blue 
Shield only; 

@® 2 contracts are with insurance 
companies only. 

These physician contracts have 
widely varying fee schedules. As 
final arrangements were concluded 
between the Blue Cross plans and 
_ hospitals, two major bases of pay- 
ment were made: billings and the 
local contractual arrangement. For 


the Mutual of Omaha Insurance 


Company, hospital charges are the 
method of payment. 

The varying methods of payment 
for both physicians and hospitals 
must have been rather difficult for 
the Office of Dependents’ Medical 
Care to grasp. In the uniformed 
services, health care is a package 
which involves both the physician 
and hospital facilities. When deal- 
ing with civilians, representatives 
of the uniformed services found 
the package which they logically 
thought of as one sharply separated 
in civilian life. They found vary- 
- ing methods of payment and wide 
variation of fee schedules. 

Certainly Medicare has high- 
lighted variations and inadequacies 
in the payment plans even through 
Blue Cross. We have certainly 
found that- “comprehensive” and 
“service” are not always synony- 
mous with Blue Cross. 


LOOPHOLES IN COVERAGE 


In his presentation at the Blue 
Cross and Blue Shield Annual Con- 
ference of Plans last March in San 


Francisco, Maj. Gen. Paul I. Robin- . 


son, executive director of the Office 
for Dependents’ Medical Care, dis- 
cussed several problems in inter- 
pretation of the regulations. | 

Let us briefly review these: 

In several areas of the country 


there are nurse anesthetists who 


“free lance’. No provision was 
made in the regulations for pay- 
ment to this group. The American 
Hospital Association, in coopera- 
tion with the Office for Dependents’ 
Medical Care, has circulated a 
questionnaire to all member hos- 
pitals with reference to providing 
an answer on payment. General 
Robinson would like hospitals to 
pay for these services, then re- 
ceive reimbursement from Blue 
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letter, but it doesn’t 


—common sense about writing to people 


IT’S NOT ONLY WHAT YOU WRITE: 
IT'S THE WAY YOU WRITE IT! 


HOW DO YOUR LETTERS SOUND? 


Writers often become accustomed to certain phrases and sentences 
without realizing the jarring effect they produce on the reader. 
Even more jarring are the pictures that these phrases and sentences 
create in the reader’s mind. 


THE WORDS: “We exceedingly regret the necessity of calling your at- 
tention to... 


4a 


THE PICTURE: ‘‘A thousand pardons, hon- 
orable sir, but we are fresh out of ele- 
phant cutlets. | am covered with humilia- 


WHAT TO DO: Be sparing with apologies. 
Sympathize, but don’t knock your head 
on the floor. Complete information is more 
useful than regrets. 


serve any purpose to tell {Foo 
him so. Besides, if he did ©.) 8 Sa 


THE WORDS: **You mis- 
understood our letter.” 


THE PICTURE: these 
sentences are perfectly 
clear. You‘re just too 
dumb to understand | 
them." —S 


WHAT TO DO: Perhaps —— A me 


he did misunderstand the 


misunderstand it, maybe it wasn’t a good letter. Avoid such state- 


aa 


ments as ‘Your attention is again called to the fact that... 


adapted THE WINNING LETTER — COMMON SENSE ABOUT 
WRITING TO PEOPLE. VA pamphlet 5-20. Washington,. D. C., 
January, 1957. 
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Cross or Mutual of Omaha. Such 
services should be vouchered sep- 
arately; otherwise, such a proce- 
dure will confuse the method and 
amount of reimbursement of Blue 
Cross. Separate vouchers are 
needed whether payment of the 
nurse is made before or after re- 
ceiving payment through a Blue 
Cross plan. 

In the area of anesthesia, other 
persons, such as dentists and osteo- 
paths, may also provide this serv- 
ice. The Office for Dependents’ 
Medical Care would like hospitals 
to pay for these services and then 
add them to the hospital - bill. 
Separate vouchering is again rec- 
ommended to make sure that the 
method and amount of payment 
for hospital services will not be 
confused. It is also recommended 
that other types of “free lance”’ 
therapists—physical therapists, for 
example—be paid in the same 
way. 

General Robinson reported that 
some difficulty is being experi- 
enced with institutions that cannot 
be defined as hospitals. In these 
cases, except for emergencies, the 
“directive” definition (that con- 
tained in the operating manual for 
Blue Cross plans participating in 
Medicare) has been resorted to. 

The requirement for types of ac- 
commodations have not always 
been met. This is not a matter of 
misinterpretation of the ‘“‘direc- 
tive”’ but rather that hospitals did 
not have any two-bed rooms. Ad- 
justments to meet local situations 
have required exercise of admin- 
istrative judgment. 

Interpretations involving care of 
acute emotional disorders have 
been liberalized. The original in- 
tent was to provide emergency 
care until arrangements for trans- 
fer could be made. This has been 
changed following operational ex- 
perience. Now, 21 days are ap- 
proved without question and 
ODMC Letter No. 8 outlines the 
procedure for obtaining extensions 


beyond 21 days. This has been 


done, because frequently many pa- 
tients could receive all necessary 
care in the hospital without the 
inconvenience of transfer as re- 
quired in the early directive. 

In the area of professional mat- 
ters, the uniformed services’ de- 
pendents have felt that the dental 
care provided is too limited. The 
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American Dental Association has 
been asked to make recommenda- 
tions on this matter. 

It was recommended by the 
AHA that all hospitals cooperate 
with Blue Cross by using existing 
reimbursement schedules. With 
this premise still hoped for, here 
are some statistical comparisons: 

1. In preliminary information on 
1956. operational experience being 
gathered for the Guide Issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION, to be 
published August 1, 1957, we find 
the following: 

a. Average hospital operating 
cost per patient day for hospitals 
in Blue Cross states: $24.98. 

b. Average hospital operating 
cost per patient day for hospi- 
tals in Mutual of Omaha states: 
$22.83. 

(These operating costs are for 
acute general and special short- 
term nonfederal hospitals.) 


2. The following table shows — 


that Mutual of Omaha has more 
of the low-cost states: 


Av. hospital operating Number of states 


cost per patient day Blue Mutual of 
by states—1956 Cross Omaha 
More than $30.00 2 0 
More than 27.50 6 1 
More than 25.00 13 3 
More than 22.50 21 6 
More than 20.00 12 
More than 17.50 32 16 
More than’ 15.00 All states 


The table shows that 40.6 per 
cent of Blue Cross business is in 
the area of the national average 
cost for 1956, while only 17.6 per 
cent of Mutual’s business is in this 
range. | 

Another set of statistics based 
on Blue Cross operational experi- 
ence only are also of interest: 


Month Cost per case Cost per day 
Dec. $ 80.39 $29.03 
Jan. 90.03 26.83 
Feb. 94.60 24.01 
March 104.86 20.48 
April 110.41 20.90 


The above statistics are based on 
36,459 cases reported up to April 
30, 1957, and cover 176,850 days 
of care. Although this is a small 
sampling, it does indicate that 


cases are staying longer, with re-— 


sultant increase in per case cost 
with lower cost per day. 
Further, from some spot analy- 
sis, the following trends seem to 
be indicated: Air Force dependents 
have used Medicare most, with 


Navy and Marine next, and then 
Army. The largest single demand 
is for obstetrical care—approxi- 
mately 40 per cent. A _ special 
analysis of 500 bills showed that 
more than 25 per cent of depend- 
ents were residing apart from the 
serviceman. Lastly, reliable sources 
estimate that taking all factors 
into account with the exception of 


the cost of- administration, Blue 


Cross is handling its share for ap- 
proximately 4 to 4.5 per cent less 
than the insurance company side. 


CURRENT STATUS 


In summary, where are we in 
the Dependents Medical Care Pro- 
gram? 

1. To date this operation is just 
completing its shakedown period. 
Not many conclusions can be 
drawn, but some trends have been 
indicated. Administrative costs for 
Blue Cross are in excess of those 
reported by Mutual of Omaha. 
Blue Cross over-all combined costs, 
administrative and hospital, ap- 
pear to be more favorable at 
present. 

2. Modifications in interpreta- 
tions of the directive will be fewer. 
Accuracy of reporting by both hos- 
pitals and plans needs to be im- 
proved. 

3. In all likelihood, if Medicare 
is transferred to the Blue Cross 
Association, economies in admin- 
istrative operation can be achieved. 

4. Both hospitals and Blue Cross 
plans should restudy and rework 
their contractual relationships if 
the recommendations of the Amer- 
ican Hospital Association House of 
Delegates are to be observed. 
More practically, if Blue Cross is 
to stay on top and earn the right 
to be the prime contractor, failure 
in this area alone may lose the day 
for hospitals and Blue Cross. 

5. Because the combined effect 
of physicians and hospital pay- 
ments represents the cost of this 
health care program, the joint fees 
approach should be re-examined. 

6. The total hospital and physi- 
cian approach represents the “vol- 
untary way’. The stewardship of 
these groups is being tested. 

7. If hospitals and physicians 
fail to meet the tests of Medicare, 
they may not be given the oppor- 
tunity to handle similar programs 
in which the government, as the 
employer, participates. a 
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deadline approaches for full accreditation 


of schools of nursing 


fhe: is running out for full ac- 
creditation of schools of nurs- 
ing. The program of temporary 
accreditation of schools of nursing 
by the National Nursing Accredit- 
ing Service was established in 1952 
for a five year period. The program 
will be discontinued on Dec. 31, 
1957. 
The-National League for Nursing 
has stated that it “plans to continue 


to assist and to give some form of; 


recognition to those schools that 
have presented evidence by Nov. 1, 
1957, that they wish to become 
fully accredited, that they are 
making reasonable progress toward 
full accreditation, and have the 
potential for achieving full ac- 
creditation by Dec: 31, 1959.” 
The American Hospital Associa- 
tion has had representation on all 
policy groups of the NLN con- 
cerned with the program for ac- 
crediting nursing schools. The exec- 
utive committee on accreditation 
has five hospital representatives. 
Not all-of these representatives 
were in sympathy with the origi- 
nal accreditation program for nurs- 


Lawrence J. Bradley is director, Genesee 
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by LAWRENCE J. BRADLEY 


The author emphasizes the Sept. lI, 
1957 deadline for full accreditation of 


schools of nursing as he gives the pres- 


ent “accreditation score”, discusses 
provisional accreditation, and lists the 
steps a school should take in preparing 
for full accreditation. 


ing schools. Today, however, it is 
probably fair to say that the AHA 
representatives on the committee 
believe that: 

@ Accreditation is desirable 

@ The essential goal should be 
one type of accreditation and not 
several classes 3 

@ The NLN is best equipped to 
do this accrediting job 

Many schools of nursing have 
achieved full accreditation during 
the past four years and there is 
evidence that many témporarily 
accredited schools have made good 
progress and are ready to be ac- 
credited: This year has shown a 
sharp rise in the number of schools 
that are ready to apply for full 
accreditation. Not as many schools 
succeeded in becoming fully ac- 
credited in the past years, how- 
ever, aS was anticipated originally 
and plans have been made to give 


further assistance to those that 
are making reasonable progress. 
(See table on The Accreditation 


Score, page 49.) 
PROGRESS REPORT 
In 1952, 154 diploma programs 


and 45 baccalaureate programs 


were fully accredited; 577 diploma 
programs and 57 baccalaureate 
programs were temporarily ac- 
credited. Approximately 24 per 
cent of the programs offered were 
not accredited or the schools offer- 
ing them did not participate in the 
school improvement program. 

In the four years following, the 
number of fully accredited diploma 
programs was almost doubled and 
the number of fully accredited bac- 
calaureate programs has increased 
by approximately 40 per cent. 
There are now 278 fully accredited 
diploma programs and 72 fully ac- 
credited baccalaureate programs. 
These figures do not include 59 
diploma programs that have been 
visited for full accreditation with 
action by the board of review 
pending. Nor do the figures include 
approximately 100 diploma pro- 
grams that are scheduled for full 


| 
& 
~ 
4 
> 


pital administrators from the department of diploma and 


An abstract from a memorandum to directors of schools of nursing and to hos- 


ate degree programs 


of the National League for Nursing, March 1, 1956. 

I. “It is recognized that any fist of schools, to have meaning, must 
contain a substantial proportion of schools and must give recog- 
nition to schools which have achieved certain levels of excellence. 
Since temporary accreditation will be discontinued on December 
31, 1957, it is hoped that the majority of schools will merit full 
accreditation by that time. It is recommended that schools making 
application for full accreditation by January 1, 1958, and showing 
signs of reasonable progress but not completely satisfying criteria 
for full accreditation be placed on a published list indicating pro- 
visional approval. On December 31, 1959, provisional listing for 
this purpose will be discontinued.” 


Plans for implementation of this recommendation—two steps 
have already been carried out as outlined in A and B below. 
The third step outlined in C below will be carried out in 1957. 


A. Schools should be encouraged to apply for full accreditation 
as rapidly as they are able to do so. This part of the plan is 
being carried out through the one-day consultation visits 
which are being made to schools without cost to the school, 
and through state conferences. In addition, a letter to this 
effect was sent to all schools not yet fully accredited on Dec. 
27, 1955. 

B. Administrators of ‘schools of nursing and administrators of 
controlling institutions should be given copies of the check 
lists of criteria which are used by the board of review in 
evaluation of applications for full accreditation and evaluating 
reports of schools that have been surveyed for full accredita- 
tion. Copies of these were sent to directors of schools of 
nursing and hospital administrators on Feb. 10, 1956. A cover- 
ing letter calfed attention to the relationship of these criteria 
in the check lists and the Self-Evaluation Guide for Schools 
of Nursing. 


II. 


In June 1957, all schools that have not yet received full 
accreditation or have not filed application for full accredi- 
tation will be sent forms for filing application for full 
accreditation. These forms will be accompanied by a noti- 
fication that they must be completed and submitted with 
the regular application fee of $50 to the board of review 
by Nov. 1, 1957, if the school wishes to become fully 
accredited by Dec. 31, 1959. The Nov. 1, 1957, dateline 
is specified in order to give the board of review time to 
study and process applications. 


. At the regular meeting of the board of review in November 


1957, all applications submitted will be studied by the 
board according to established procedure. 
Those schools whose applications indicate to the board 


that they are making reasonable progress on that date and. 


have the potential for becoming fully accredited by Dec. 
31, 1959, will be included in a published list indicating 
provisional approval. 


. Survey visits for full accreditation will be scheduled for 
schools with provisional approval in the 1958-1959 period 


in the order prescribed by the board of review and in 
accordance with established policy for survey visits by 
the league staff, i. e., schools shall be visited first that 
the board of review decides are most nearly ready for 
full accreditation. 

Survey visits for the first group of schools to be visited 
will be started in January or February of 1958. All ma- 
terials needed by these schools to prepare for the visit will 
be sent immediately after the board has acted. The school 
will be required to pay the established fee of $600 upon 
notification of the date when the survey is planned. 
Schools that are to be visited later in the 1958-1959 period 
will be sent any communications from the board which are 
pertinent or will be of assistance; they will be notified 
of the probable date for the visit. Forms for preparing 
for the full accreditation survey will be sent in advance 
of the scheduled date of the visit. They shall be required 
to pay the fees for the visit in advance of the visit. 
Schools that achieve full accreditation at any time during 
the 1958-1959 period will be named on the regularly pub- 
lished list of fully accredited schools during that period. 
The list of schools with provisional approval will be discon- 
tinued on Dec. 31, 1959. P 


accreditation surveys in the fall of 
1957. 

The actual number of programs 
temporarily accredited has natur- 
ally declined as programs moved 
from temporary accreditation to 
full accreditation, but what is 
more important is that the per- 
centage of programs not accredited 
or not participating in the school 
improvement program has _ also 
declined from approximately 24 
per cent in 1952 to approximately 
17 per cent in 1957. 

One associate degree program is 
fully accredited. Several of the 15 
others that have not yet applied 
for full accreditation will be eli- 
gible to apply as soon as they have 
been operating for a sufficient time 
to demonstrate outcomes. 


PROVISIONAL ACCREDITATION 


Provisional accreditation is not 
a separate category of accredita- 
tion as is temporary accreditation, 
but should be considered as a 
transitional stage in a_ school’s 
progress toward full accreditation. 
Provisional accreditation is not a 
status for which a _ school can 
apply. The school must actually 
apply for full accreditation. Appli- 
cations for temporary accredita- 
tion will not be accepted this year. 

Provisional accreditation is sim-_ 
ply a mechanism to give extra time 
to schools that have made reason- 
able progress in their efforts to 
meet the standards of full accredi- 
tation and that show promise of 
being able to meet these standards 
by Jan. 1, 1960. Such schools will 
be placed on a provisional list pro- 
vided they apply for full accredi- 
tation prior to Sept. 1, 1957. Place- 
ment on the provisional list will be 
determined after an examination 
by the board of review of the in- 
formation submitted in the written 
application. This information will 
be judged in relation to criteria for 


accreditation. 


The NLN has recommended cer- 
tain procedures for schools that 
have not applied for full accredita- 
tion, (see list at left) and other 
reference material is available 
(see list, page 49). The NLN and 
the AHA are always ready to pro- 
vide additional help if necessary. 
Ample opportunity has been af- 
forded school faculties to plan for 
the change and there is no longer 
any excuse for schools not to have 
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3. 

5. 

6. 

8. 


taken steps to improve themselves. 
Only a few short months remain. 


STEPS TOWARD ACCREDITATION 


In preparing for full_accredita- 
tion the following steps are im- 
portant: 

@ Study and evaluate the program of 
the school in relation to currently 
acceptable criteria for full accredi- 
tation. Full accreditation is volun- 
tary. It indicates the desire of the 
institution to offer a program 
which will prepare nurses who are 
better qualified than those from 
schools that are complying only 
with legal requirements. 

@ Keep in mind the objective of ac- 
creditation which is to prepare a 
good nurse for the care of the 
patient. 

@ Read the ievanern on the ac- 
creditation policy. (See suggested 
references). 

@ Complete the application for full 
accreditation that was sent on or 
before June 1957, from the Depart- 
ment of Diploma and Associate 
Degree Programs. If you did not 
receive this application, write to 
the Department of Diploma and 
Associate Degree Programs and 
request it. In completing the forms, 
keep the following points in mind: 

a) Have all members of the 

faculty and other appropri- 
ate persons in the hospital 
participate in completing the 
application and related data. 

b) File the application for full 

accreditation before Sept. 1, 
1957. (Note change in date 
for filing.) 

c) Information asked for should 

be accurate and complete. 

d) If certain data cannot be 

submitted, specify reason. for 
the omission. 

@ Study the commests, suggestions 
and recommendations which are 
made by the board of review that 
has studied the application, to 
determine the eligibility of this 
“school for a survey visit. 

@ Take the necessary steps to im- 
plement the recommendations. (It 
is understood that not all recom- 
mendations can be carried out ina 
short period but thought can be 
given to them and action planned 
in an organized manner.) 

@ Make arrangements for the survey 
on the dates suggested by the ac- 
crediting service of the NLN. Fol- 
low out other instructions in the 
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THE ACCREDITATION SCORE 


Associate | Baccalaure- 

Status Total Diploma | Degree | ate Degree 
Total 1135' | 955 
Fully accredited 351 278 72 
*Temporarily accredited 556 514 0 42 
*Not accredited 228 163 15 50 


"1135 programs offered in 1115 schools of nursing (20 schools offer two programs) 
* Application on file for full accreditation as of April 15, 1957—134 


letters from the NLN which give 
the general outline of the survey. 

@ Have the members of the faculty 
present at the time of the survey. 
Remember that the survey is just 
another step in the effort to analyze 
and improve the program; and that 
the person or persons making the 


“survey are anxious to work co- 


operatively with the school faculty 
in order to present a clear picture 
of the program to the board of 
review. 

@ After the board of 
studied the report of the survey and 
submitted recommendations for 
areas to be improved, initiate steps 
for their improvement. Keep in 
mind that continuous self-evalu- 
ation is a requirement for con- 
tinued accreditation. bd 


review has 
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east is east... 


Hospital medical director’s 
monthly salary (rubles) 


960 
1,000 
1,100 
1,200 
1,300 
1,400 
1,500 
1,600 
1,800 


— 


A recent defense department report on 
hospital facilities in the Soviet Union 
gives the following information on hospital medical directors’ monthly 
salaries. (The salaries are stated in terms of Soviet currency—rubles. 
The official rate of exchange is 25 cents per ruble but it should be 
“remembered that the purchasing power of the ruble in the USSR is 
equal to approximately 5 to 7 cents in the United States.) 


Bed capacity of 


20-40 

50-80 
100-150 
200-250 
300-400 
500-600 
700-800 
900-1,000 
over 1,000 
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new social 


security amendments 


are aimed at 


helping those who need help most 


by JULES H. BERMAN 


The following article was written in 
explanation of the 1956 social security 
amendments, Public Law 880, passed 
in the closing days of the 84th Con- 
gress. While these amendments took 
effect July Ist this year, Congress, late 
in June, was considering several addi- 
tional changes which may alter the 


provisions of Public Law 880. 


EW AMENDMENTS to the social 
N security act are aimed at 
helping those people who prob- 
ably need help the most—public 
assistance recipients. The amend- 
ments, which became effective on 
July 1, 1957, provide a new oppor- 
tunity for states to undertake the 
development and expansion of 
medical care among the needy 
aged, blind, disabled, and depen- 
dent children and their relatives 
who are eligible for federal-state 
aid. 

These amendments authorize the 
federal government for the first 
time to make funds available for 
the cost of medical care paid by 
the states over and above the 
monthly cash payments made to 
public assistance recipients. Fed- 


eral grants-in-aid to each state 


will match dollar for dollar (with- 
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in specified maximums) a state’s 
expenditures for medical care 
services. 


COOPERATION NECESSARY 


In fulfilling the purposes and 
meeting the goals expressed in the 
amendments, the knowledge, judg- 
ment, and cooperation of the pro- 
fessions and their organizations 
are as important to the nation’s 
health as are the new appropri- 
ations to the administration of the 
assistance programs. The amount 
of available state money may im- 
pose limitations on assistance re- 
sponsibility for medical services 
to the needy. The help of medical 
care experts is essential so that 
appropriations may be used to 
provide the best possible medical 
care for the people in greatest 
need. 


The new method of determining 


the federal share of medical care 
expenses uses an averaging for- 
mula. This practice: will help the 
states meet the cost of such care 
despite the fluctuating occurrences 
and duration of illness of a par- 
ticular individual. The legislation 
also encourages the undertaking of 
medical care costs in states that 


can find matching funds without 


lowering their assistance stand- 


ards and the expansion of welfare 


responsibility for costs of medical 
services in states now operating 
modest programs. 


HISTORY OF PRESENT LAWS 


For centuries, care of the desti- 
tute sick was considered a religi- 
ous duty and privilege. The aged 
infirm, the mentally deficient, the 
disturbed children of Europe and 
America were thrust into alms- 
houses that were little more than 
prisons. In the 1860’s, however, 


Massachusetts and New York 


pioneered in providing free hos- 
pital care to the needy sick. Other 
states followed, according to their 
individual standards and ability to 
finance the care. 

In 1933, the federal emergency 
relief act authorized the use of fed- 
eral funds by states and localities 
to provide medical and nursing 
care, but it did not include hospi- 
talization. It did include medical 
supplies, and emergency dental 
treatment. | 

The social security act, passed 
in 1935, also included a number 
of measures designed “to provide 
for the general welfare’. In addi- 
tion to specified social insurance 
measures, it established the fed- 
eral grants-in-aid for state public 
assistance programs for the needy 
aged and blind, and for dependent 
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children deprived of parental sup- 
port. The federal government was 
authorized to share, within speci- 


fied maximums, in the _state’s~ 


‘monthly payments. to eligible 
needy individuals. 

During this period, a number of 
states attempted to pay for the 


medical services provided to the. 


needy. Many states found, how- 
ever, that the maximums on pay- 
ments in which there could be 
federal matching did not cover the 
cost of an individual’s medical 
needs and his living requirements. 
Many states found themselves un- 
able to pay for both medical care 
and the essentials of living. 

No specific mention of medical 
care was made in the original so- 
cial security act. Little help to 
states could have been provided, 
-as the 1936 federal maximums 
were $30 a month for state pay- 
ments to each aged or blind reci- 
pient, $18 for the first dependent 
child and $12 for each subsequent 
child in a needy family. 

These maximums for federal 
sharing have been gradually in- 
creased through the years. Pres- 
ently they are $60 monthly for the 
aged, blind and disabled; in aid to 
dependent children $32 a month 
each for the parent caring for the 
children and the first child in the 
home, and $23 for each additional 
child in the home. With rising liv- 
ing costs it is not strange that a 
public assistance recipient who 
had no other source of support 
sometimes had to forego the med- 
ical treatment he needed. 


GROWING CONCERN 


In 1950, the nation’s growing 
concern over the relation of health 
to the general welfare resulted in 
legislation affecting public 
assistance. To help the states make 
direct arrangements with suppliers 
for “medical or any other type of 
remedial care recognized under 
state law’’, the social security act 
was amended to authorize federal 
funds to match state expenditures 
that were made on behalf of needy 
people for purposes of medical 
care. 

The federal financial help was 
still limited, however, to those ex- 
penditures that came within the 
individual monthly maximums 
specified in the social security act. 
Previously the maximum covered 
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only money payments to reci- 
pients; the 1950 legislation recog- 
nized a need for medical care ex- 
penditures but provided that they 
had to come within these same 
maximums, if there was to be 
federal sharing. 

A number of states were already 
using this “vendor - payment” 
method of meeting the costs of 
medical care. Since the medical 
care payments, however, had to 
be included within the individual 
monthly maximums, many states 
received little more federal money 
than they had in the past. 

To be eligible for federal aid, 
the states had to report their total 
medical care expenditures for 
each individual, including both 
cash payments to him and vendor 
payments in his behalf. Neverthe- 


_less, within six years, 24 states 


were claiming federal funds for 
providing medical care through 
payments to the _ suppliers of 
service. | 

Other forward steps were made 
possible by the 1950 legislation. 
For the first time, a federal grant- 
in-aid was established for state 
programs to assist needy indivi- 


- duals who were permanently and 


totally disabled. Furthermore, the 
federal government shared in as- 
sistance payments to needy pa- 
tients in public as well as volun- 
tary medical institutions, except 
for those individuals who had 
been diagnosed as tubercular or 
psychotic or who were patients in 
mental or tuberculosis hospitals. 
Another change was to require that 
if a state paid public assistance to 
individuals in institutions, it must 
have a standard-setting authority 
for such types of institutions. 


POOLED FUNDS 


The 1950 amendments made no 
provision, however, for the uneven 
incidence of illness among _ indi- 
viduals and the variation in costs 
to different individuals under the 
formula for federal sharing of 
state expenditures. Regardless of 
an individual recipient’s need, 
federal participation was limited 
by the maximum placed on the 
amount of assistance for which 
federal funds available. 
There was no provision for aver- 
aging medical expenditures among 
recipients or over a _ period of 
time. The “pooled fund”? was a so- 


lution to this problem initiated by 
several] states. 

To establish a “pooled fund” 
each state estimates the cost of 


the medical care it proposes to pay 
for if such care is not otherwise 
available to public assistance re- 
cipients. Averaging its estimated 
expenditures among the number 
of people on its rolls, it pays a 
monthly ‘“‘premium” as assistance 
in behalf of each individual into 
its “pooled fund’’ for medical care. 
This ‘“‘premium”’ is accepted by the 
federal government as ‘medical 
care in behalf of’’ eligible reci- 
pients, since it will be used to 
cover vendor payments for them. 
The cost of this “assistance” is 
proper for matching within fed- 
eral maximums. 

By 1956, 11 states had estab- 
lished procedures that would en- 
able them to take advantage of the 
concept of averaging their med- 
ical care expenditures. This plan, 
although helpful to some states, 
raises problems of its own in the 
necessary administrative and legal 
arrangements. 

In the fiscal year ending June 30, 
1956, vendor payments accounted 
for 9.1 per cent (more than $250 
million) of the nation’s expendi- 
tures for public and general (state- 
supported) assistance. The need 
for long, often expensive treat- 
ment among the permanently and 


totally disabled may explaim the | 


fact that medical expenses ab- 
sorbed 14.5 per cent of the total 
costs of this program. Some 8 per 
cent of old-age assistance was ex- 
pended as vendor payments on 
behalf of the elderly, among whom 
chronic illness is especially pre- 
valent. 


PRESENT LEGISLATION 


Amendments were passed in 
1956 that established the cost of 
medical care as assistance entirely 
apart from the assistance given 
through monthly. payments to 
needy individuals. Congress au- 
thorized a separate federal formula 
to be used in sharing state ex- 
penditures made on behalf of pub- 
lic assistance recipients, “‘for med- 
ical or any other type of remedial 
care, including expenditures for 
insurance premiums for such care 
or the cost thereof.” 

The new federal formula is over 
and above the formula containing 


the maximums established for fed- 
eral sharing in money payments 
to individual recipients. Thus, it 
is hoped that states will broaden 
and strengthen their provisions 
for medical care by bringing into 
the program money not now avaH- 
able for assistance purposes. 

The new medical care formula 
became effective July 1, 1957. Un- 
der it, the federal government will 
be authorized to match one-half 
of a state’s medical expenditures 
up to a total amount derived by 
applying an average maximum 
specified for each person in four 
public assistance programs. For 
the aged, the blind, and the per- 
manently and totally disabled, the 
total monthly figure in which the 
federal government will share 
will be determined by multiplying 
$6 by the total number of reci- 
pients; in the aid-to-dependent- 
children program, federal funds 
will be available to match one- 
half the amount reached by mul- 
tiplying $3 by the number of child 
recipients and $6 by the number 
of adult relatives in the program. 


REQUIREMENTS OF ACT 


Medical care for public assist- 
ance recipients, if it is provided 
by the states, is an integral part 
of the public assistance program. 
Thus, the provisions of the social 
security act that set forth the re- 
quirement for the approval of a 
state plan apply. 

For example, the state public 
assistance plan must be statewide 
in effect, and a single state agency 
must either administer the plan 
or the state agency must supervise 
the administration by local units. 

There must be safeguards estab- 
lished to protect the confidentiality 
of the information about appli- 
cants and recipients. An oppor- 
tunity for a fair hearing must be 
offered to any individual whose 
claim for assistance is denied or is 
not acted upon promptly. States 
may not establish a waiting list for 
assistance, for the state plan must 
provide that all eligible persons 
be given assistance promptly. 

In addition, assistance must be 
limited to needy persons and all 
income and resources of the ap- 
plicant must be taken into consi- 
deration. If the state plan provides 
for assistance to be given to per- 
sons in institutions—for example, 
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in hospitals or nursing homes—the 
State must have an agency or 
agencies responsible for estab- 
lishing standards for such insti- 
tutions. 

Under the federal law, assist- 
ance is defined as money pay- 
ments to an individual, or medical 
care in his behalf. Thus, a state 


‘may, if it wishes, give “medical 


care in behalf of’? a person who is 
eligible for the program but who 
does not require assistance to meet 


his other needs. Federal participa- 


tion in such expenditures is pos- 
sible, up to the over-all limitation 
described earlier. 


STATE RESPONSIBILITIES 


Each state has the privilege of 
accepting or rejecting the new 
federal funds for medical care. If 
a state decides to provide for med- 
ical care, it must do so on a state- 
wide basis, making certain that 


the same care is available in the — 


state to all recipients in a category 
of assistance who require this care. 

In reaching a decision each 
state will determine the type, de- 
gree, and the extent of medical 
service for which it proposes to 
assume costs for every one on its 
public assistance rolls who cannot 
otherwise secure such service. In- 
fluential in its decisions should be 
the availability of state funds for 
assistance costs, the distribution of 
personnel and facilities, the ade- 
quacy of the staff who handle 
agreements with suppliers and the 
processing of bills and related fac- 
tors. 

In some communities, agencies 
offer certain medical services to 
some assistance recipients. By 
avoiding costly duplication, the 
state may be able to encourage 
medical services where they do not 
already exist. 

States will also have the choice 
of the way in which the care will 
be paid, thus, the states can pur- 
chase hospitalization coverage and 
pay other costs directly, for exam- 
ple, or a state could contract with 
medical societies to provide care 
on a per capita basis, or develop a 
fee schedule. 


COMMUNITY UNDERSTANDING 


Medical care through public as- 
sistance involves many questions 
of public policy and administra- 
tion. What type of care should a 


state include in its plan? Who 
shall decide how long care should 
be continued? What related serv- 
ices shall be included in the state’s 
program to protect the ‘medical 
investment” being made in one 
type of care? 

In establishing its policies, a 
state may ask the advice of the 
organized professional groups of 
physicians, hospitals, pharmacists, 
nursing home operators, and the 
like. Some states have advisory 
committees to assist the state ad- 
ministrators and the medical con- 
sultant in arriving at the decision. 

With the medical care maxi- 
mums for federal sharing fixed at 
$6 for the adult and $3 for the 
dependent child, the states may 
not be able to cover the cost for 
public assistance recipients of all 
the care considered necessary by 
physicians, hospital administra- 
tors, nurses, and others in the 
medical field. Each state must de- 
cide for itself how much responsi- 
bility it can take for the provision 
of these services in the public as- 
sistance program. 

It would be well for states in 
making this decision, to inventory 
the types of responsibilities now 
assumed through other programs — 
or agencies. From such a survey 
the state would learn the circum- 
stances under which individuals 
receiving public assistance would 
be able to use services already es- 
tablished, such as programs for 
veterans, services for crippled 
children, medical services avail- 
able from voluntary agencies, and 
the like. The objective would be 
to find needs not met by existing 
services and to prevent any future 
plans from duplicating care which 
already exists. 

In addition to the services usu- 
ally considered as medical care 
there are other related services 
which may not be defined as med- 
ical services, but which are equ- 
ally important in restoring an ill 
person to good health. These in- 
clude special diets, housekeeping 
and other services which may be 
available for the needy only 
through the public welfare depart- 
ment. These are all essential to 
needy people when they are ill and 
must be considered in deciding 
how available services and public 
assistance funds are to be used 
most effectively. J 
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PART ONE OF A TWO-PART ARTICLE 


disclosure of medical record information: aoe re 


a reappraisal | 


by JAMES £. LUDLAM and THEODORE A. McCABE JR. 


INTRODUCTION 


PROBLEM of. deciding when 
or when not to release infor- 
mation from a patient’s record is 
a constant source of irritation in 
_ the hospital. Historically, hospital 
administrators and record librari- 
ans have been reluctant to release 
information without the written 
consent of both the patient and 
the attending physician, other than 
guarded disclosures to news media 
in cases of public importance: This 
discussion is concentrated on dis- 
closures to persons other than 
press, radio and television per- 
sonnel. Special problems relating 
to subpoenas and compliance with 
them have also been deferred. 

Reluctance to disclose without 
separate written consent results in 
an increasing loss of administra- 
tive time and often leads to bad 
feeling between the hospital and 
those who seek information for 
legitimate purposes. 


CARRIER’S INTEREST LEGITIMATE © 


The workload of the record room 
has been steadily increasing in 
recent years, chiefly because of an 
increasing number of reports re- 
quired in connection with third 
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Part I of this two-part article dis- 
cusses problems of civil liability in- 


volved in the disclosure of information 


from patients’ medical records. Part 
II, which will appear in the August 1 


issue, will present some of the admin- 


istrative problems involved in policing 
rules and regulations regarding medi- 
cal records. 


party payments. Some _ hospital 
people do not give sufficient weight 
to the fact that insurance com- 
panies have a legitimate interest 
in most, if not all, of the informa- 
tion they seek. The carrier which 
does not check its claims will not 
long remain solvent. Further, the 
insurance company must also de- 
velop statistical information as a 
basis for rate making. 

The hospital is vitally interested 
in securing prompt payment of its 
bills by the third party payers. It 
is also to the best interest of the 
patient that his bill be paid with- 
out delay, but when unnecessary 
red tape delays inspection of the 
patient’s record, and thus delays 
payment, it is generally the hos- 
pital that bears the cost of the 


_ delay, and not the patient. It fol- 
lows that the hospital has the 


greatest incentive to eliminate un- 
necessary delays in payment oc- 


casioned by securing of 


consents, so long as the legitimate 
interests of the patient are pro- 
tected as well. 

The processing of requests by 
third party sources to inspect rec- 
ords constitutes most of the prob- 
lem, as measured. in time and 
trouble. Problems with respect to 
the release of information, how- 
ever, arise in other contexts as 
well. Staff physicians other than 
the attending physician and re- 
search men often wish to examine 
charts. Governmental agencies fre- 
quently request information, and 
plaintiffs’ attorneys seek informa- 
tion when claims are asserted 
against the hospital or members 
of the medical profession arising 
out of alleged malpractice. 

Precisely stated, the question is 
whether there is any justification 
for the time and trouble spent as 
a result of hospital insistence on a 
separate consent for any inspection 
of the record of a patient by a 
third party source of payment, by 
a physician or student engaged in 
research, or by a governmental 
agency. 


TIME CHANGES NEEDS 


The original attitude of reluct- 
ance to release information without 
specific consent was undoubtedly 
based upon the application of 
medical ethics to a relatively sim- 
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ple situation. In most cases 20 or 
30 years ago, the only persons who 
had a legitimate interest in the 
patient’s record were the patient, 
the hospital and the doctor. The 
patient either paid his own bill or 
nobody did. The popular pastime 
of suing hospitals and doctors had 
not yet developed. The ethical 
principle that condemns unneces- 
sary disclosure is unchanged, but 
the factual situation is far differ- 
ent, and the persons who have a 
legitimate interest in the record 
have multiplied. 

Today, with 110 million Ameri- 
cans covered by hospital service 
or insurance contracts of one form 
or another, third party sources of 
payment have a legitimate interest 
in records of most patients. Or- 
ganized medical research is much 
more common today, and so is the 
practice among physicians of ex- 
amining charts they feel may re- 
flect a kind of treatment they 
should know about. The growth of 
huge governmental agencies like 
the Veterans Administration has 
also contributed to change. 

Unfortunately, change in the 
circumstances of medical and hos- 
pital care has not resulted in re- 
examination of traditional policies 
regulating release of information. 
The older view has been repeated 
by all of the leading text writers 
in the field until it is regarded as 
having a basis in law. 

Decisions on the release of in- 
formation from the patient’s record 
are often referred to the hospital 
attorney. Many hospital attorneys 


are not specialists in the field, and. 


are not conversant with the prac- 
tical problems of hospital adminis- 
tration. The law itself is not clearly 
defined in this area. The attorney 
thus often finds it difficult to evalu- 
ate the risks involved, and natur- 
ally leans to the conservative re- 
quirement of consent of both the 
patient and his attending physi- 
cian in almost all cases. 

This article reviews the prob- 
lems usually involved in the re- 
lease of information from the pa- 
tient’s record, and reviews the 
relevant law. It is written for the 
consideration of hospital attorneys 
as well as hospital administrators 
and medical record librarians. The 
writer believes that a few changes 
in current hospital procedures gov- 
erning release of information will 
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(1) eliminate a great deal of need- 
less effort and red tape with no 
real risk of harm from any source 
and (2) produce better relation- 
ships between the hospital and the 
patient and the physician, as well 


those persons whose business 


requires access to hospital records. 


LAW AND POLICY 


The risk of legal liability, al- 
though important, is not the con- 
trolling factor in formulating 
policy and procedures governing 
release of information. The preser- 
vation of good relations with the 
patient, with the medical staff, 
with Blue Cross and commercial 
insurance companies, and with 
governmental agencies is just as 
important as legal liability—per- 
haps more so—and the hospital’s 
concept of its duties with respect 
to the records of the patient is also 
significant. The author’s frequent 
contacts with the administrative 
aspects of the release of informa- 
tion as well as with legal problems 
has led to a broader than “‘strict- 
ly legal” view of the problem. 


l. THE LEGAL PROBLEM 


The unauthorized release of in- 
formation from the patient’s rec- 
ord presents problems of civil 
liability in two areas of law. The 
release may give rise to a claim 
of libel, or the claim may be that 
the patient’s right of privacy has 
been violated. It is necessary to 
review the bases of liability in 
these two fields in order to evalu- 
ate the legal risks involved, since 
the degree of risk is, or should be, 
an important element in formulat- 
ing administrative policy. Since 
libel comes first, historically, it is 
considered first. 


LIBEL AND SLANDER 


Libel is the making of a false 
and derogatory statement in writ- 
ing which is communicated to any- 
one other than the person who is 
libeled. Slander is a similar oral 
communication. The legal term for 
the communication is “publica- 
tion”, although a publication to one 
person is sufficient under the law 
to create liability. If a false and 
derogatory statement is recorded 
on the hospital record of a patient, 
publication will almost certainly 
occur, even though it is not re- 


leased to anyone outside the hos- 
pital, since other persons—hospital 
personnel or staff physicians—un- 
doubtedly will see it. If the state- 
ment is circulated outside the hos- 
pital, the damages suffered may 
increase, and it will certainly in- 
crease the likelihood of suit, but 
liability exists nonetheless. 

The significance of the consent 
of the patient in a libel suit is 
questionable. If the patient did not 
know that there were libelous no- 
tations on his record, his authoriza- 
tion to exhibit the record to 
another would probably not ex- 
onerate the hospital from liability. 
If the patient did know the context 
of the record, the hospital would 
probably have some sort of de- 
fense. No such case has yet arisen. 
From a practical point of view, 
few patients, if any, know the 
content of their record, and au- 
thorization by the patient to show 
the record to another would prob- 
ably not be a defense in the usual 
libel case. 


HOSPITAL’S DEFENSE 


It is likely that a defense does 
apply to many releases of infor-. 
mation under the law of Califor- 
nia. The rule of law contained in 
Section 47 (3) of the Civil Code, 
which exists in the law of many 
other states as well, provides a 
defense for false communications 
published without malice if the 
communication is made between 
persons “interested” in the matter 
reported. 

A few interesting cases have 
arisen under this section. In the 
first (1), a laboratory report was 
given to a physician erroneously 
reporting that the patient had a 
venereal disease. After unsuccess- 
fully trying to persuade the patient © 


* to come to his office, the physician 


told the patient that she had the 
disease in the presence of two 
other persons, both members of 
the patient’s household. The court 
held that the others present were 
“interested persons” and the phy- 
sician was not liable. A suit based 
on a similar report, communicated 
by a physician to the keeper of the 
boardinghouse where the patient 
lived, was decided in favor of the 
physician under similar Nebraska 
law (2). The opinion in the Ne- 
braska case unfortunately does 
(Continued on page 58 ) 
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‘The average American expects to be informed. He expects 


to be kept up to the minute . . 
is withheld from him . 


. He becomes annoyed if information 
. . If information is not provided on a 


given subject, such as the operation of a business, the average 
person may well develop wrong ideas and wrong aftitudes.’’* 


ial for the 


by ADRIAN M. McDONOUGH, Ph.D. 


| ‘HERE ARE two kinds of prob- 
lems which every hospital su- 
pervisor must handle: 

1) Problems associated with the 
actual physical work. 

2) Problems associated with 
the movement of information 
between individuals—com- 
munications problems. 

A step toward good administra- 
tion is to separate clearly these 
two types of problems. This can 
be done by stating problems in 
question form. 

Questions associated with phys- 
ical work in an organization are 
all “how” questions: How is the 
cleaning to be done? How are 
medical records to be stored? 

In a hospital, “how to do it” 
specifications can be written and 
job guides established. The super- 
visor or administrator should con- 
stantly be seeking better methods 
of doing the physical work. This 
is the technical part of the admin- 
istrator’s job and therefore re- 
quires a particular attitude and 
approach to problem solution: His 
basic supervisory training should 
equip every supervisor with this 
fundamental approach to solving 
“how to do it” problems. 

It is only when the problem and 
techniques associated with physi- 
cal work are recognized that they 
can be separated from the prob- 
lems of information and commu- 
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Separating physical work problems 
from communications problems and 
thinking in terms of necessary job 
information are two steps toward good 
administration the author states. He 
discusses how to. accomplish these 
objectives and also the results of so 
doing. 


nication. Such separation is basic 
to any consideration of progress 
in administration. The problems 
are quite different in these two 
areas and, therefore, the ap- 
proaches must be different. This 
process can be summarized as fol- 
lows: 3 

@ Separate the physical work 
problems of your position from 
the communication problems. 

@ Develop the habit of thinking 
in terms of the information asso- 
ciated with your job. 

- The following examples illustrate 
what can be accomplished once the 
habit of thinking in terms of in- 
formation is developed. 


STAGES OF COMMUNICATION 


Supervisors and administrators 
work more with people than with 
things. Working with people can 
be accomplished successfully only 
if we understand them and if they, 
in turn, understand us. 

Communication with an em- 
ployee generally results in one of 
the stages illustrated at right. 

The vegetating stage: In this stage 
the individual is dormant as far as 
the organization’s needs are con- 
cerned. Communication with him 
just doesn’t “sink in.”’ There is no 
recognition of the problem and 


therefore no base to which he can 
relate the words you are using. 

The incubating stage: In this stage 
the individual recognizes the prob- 
lem and his interest in it. The busy 
supervisor will often ignore this 
stage with the result that com- 
munication does not get past the 
vegetating stage. It pays.dividends 
to take the extra time-to ask, ‘“‘Does 
the employee understand the 
problem?” 

Information exists only when it 
is related to some problem in the 
mind of an individual. During the 
incubating stage the problem is 
gradually being recognized by the 
individual. He is being prepared 
to receive the information that 


VEGETATING 


attempted communication 


_ problem 
recognition 


}) INCUBATING 


information 
reception 


ILLUMINATING 
STAGES OF EMPLOYEE COMMUNICATION 
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“Communication .. . 


reach the aim. In the first place, communica- 
tion, when it gets anywhere at all, reaches the mind of an individual 


. . . [We must recognize] that, since each human being is to some 
extent unique, communication with him can be effective only insofar 
as it makes sense and is acceptable in terms of his background and 
experience.’’—Paul Pigors in his article ‘“Making Two-Way Com- 
munication Effective’’ from the June 1949 issue of Advanced Man- 


embraces more than training. It includes 
also information about the plans, purposes, policies, and problems 
of a company. The tendency has been to provide more and more 
information and to reduce the number of ‘top secrets.’ In addition 
to getting more information down the line, some companies have 
been working at getting the ideas and opinions of lower levels of 
management up the line.’’—William W. Mussman writing in Com- 
munication Within the Management Group, a National Industrial 
Conference Board, Inc. publication. | | 


will help him carry out his task. 
Much inservice training relates to 
this stage of problem recognition 
or diagnosis. 

The illuminating stage: In the final 
stage, information is communi- 
cated to the individual and due to 
his preparation there is good re- 
ception. He understands the prob- 
lem and can therefore use the 
information. There is the oppor- 
tunity for personal satisfaction. The 
challenge is to change the individ- 
ual from a dormant noncontributor 
to an active participant in the 
communications system of the 
organization. 

The broadest type of informa- 


FOR ASSURANCE 


tion coming to the individual is © 


that associated with his formal 
education. His training has pro- 
vided him with a reservoir of in- 
formation. This information is 
available for potential questions 
that may arise in his work situa- 
tion. All experience and further 
education builds upon this core of 
knowledge stored in the mind of 
the individual. The individual’s 
actions are guided by his partic- 
ular educational exposure. Infor- 
mation supplied to an _ individ- 
ual, therefore, must recognize his 

particular mental set. 
The content and relationships of 
individual job information require- 
Fig. 1 


INFORMATION 
NECESSARY FOR 
JOB DECISIONS 


INFORMATION 
NECESSARY FOR 
JOB DEVELOPMENT 


ments are symbolized in. Fig. 1, 
below. Information necessary for . 
making job decisions is central in 
the system. It is this information 
which forms the core of a white- 
collar job and allows it to be 
placed in the over-all information 
structure. When consideration is 
given to the possible promotion of 
an individual it becomes appro- 
priate to include’ information 
which can give him perspective o 
his future job problems. | 

Because the attitude of an in- 
dividual can determine his interest 
in making good decisions, further 
information is necessary to give 
him the feeling he is being kept 
well informed. Beyond this there 
is the group consideration, 1. e., 
the manner in which he fits into 
the communication patterns. In- 
formation can be specifically de- 
signed to meet the need for an .- 
individual to feel he belongs to the 
group. 

The final consideration is the 
educational conditioning of an in- 
dividual. His training may have 
left him with memorized informa- 
tion or knowledge to be applied 
when and if a pertinent problem 
arises. Formal education is the base 
to which the individual relates all 
information which he receives on 
the job. 

In Fig. 1 these factors are shown 
as they support the individual in 
his job. Organization theorists and 
communications engineers’ are 
working to solve the problem of 
moving direct information to the 
individual for effective decision- 
making. The psychologist and the 
sociologist are studying informa- 
tion needs from a job satisfaction 
point of view. Education is: shown 
‘as the base of support for all sub- 
sequent information accumulation 
for the: individual. 

Communication provides for re- 
lating the various activities of an 
organization: 

@ The kinds of problems you 
have determine the kind of infor- - 
mation you need. 

@ The kind of information you 
get determines how well you can 
plan the work to be done by your 
employees. 

@ The:-kind of information you 


| give your employees determines to 


a large degree the effectiveness of 
these employees and thereby your 
effectiveness as a supervisor. . 
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LAST-MINUTE DELIVERY 


SPLIT-SECOND AVAILABILITY 


Which way would you want Life-saving Parenogen? 


Hospitals all over the world have put in hurried calls 
for Cutter Parenogen — the only commercially pre- 
pared human fibrinogen available. It’s the parenteral 
hemostat — specific for control of bleeding in afibrino- 


genemic conditions. 


Cutter representatives have answered these emergen- 
cies by rushing precious Parenogen to hospital pa- 
tients, despite great distances and near-impossible 


weather conditions. 


But, even though Cutter men are always willing to 
provide this last-minute delivery service, isn’t it far 


Parenogen/FiBRINOGEN (HUMAN) 


better to have this life-saving product on hand for 


immediate use? 


Parenogen is available in one gram kits with diluent, 
reconstitution needle and administration set. It is de- 
rived from normal human plasma and is bacteriologi- 
cally sterile, non-pyrogenic, has been subjected to 
ultraviolet radiation, and remains stable under refrig- 


eration for 5 years. 


Ask your Cutter man to recommend a minimum stock 
of Parenogen for your hospital pharmacy or surgical 


supply room. 


For descriptive literature, write Dept. 43-G. 


FIBRINOGEN HUMAN) 
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6 | fine pharmaceuticals for 60 years 
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not state whether the patient did 
or did not have the disease. 


Another California case _ in- 


volves an insurance company which 
sent false health data to a central 
clearing house used by other in- 
surance companies, and again the 
defendant escaped liability on the 
ground that the communication 
was between “interested”? persons 
(3). In a generally similar case 
(4), a corporation which provided 


re 


habilitation and other services to 


mental patients wrote to a mental 


in 


stitution asking “Why do you 


turn loose patients like him?” This 
communication created no liability 
since it was one between “inter- 


es 


ted”? persons. 


PRIVILEGED MATTERS 


In the hospital context, the com- 


munication of false and defama- 


to 


ry information by a nurse or 


physician is not likely to create 
liability if made to any of the 
following interested parties: 
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a) hospital personnel in general 

b) third parties who are direct- 
ly concerned with payment 
of the bill 

c) the personnel of the Indus- 

trial Accident Commission 

d) the patient’s attorney 

e) the attending physician 

f) a physician who has a profes- 
sional or academic interest 
in the type of case, but who 


is not the attending physi- 
cian 

law enforcement agencies 
military authorities 
patient is a serviceman 

i) civilian agencies of govern- 

ment where the patient’s case 
is of legitimate concern to 
them. 

The communications must, of 
course, relate to hospital or medi- 
cal care of the patient. 

- It would appear that the dangers 
of suit for libel are not particu- 
larly significant in formulating 
policies regarding the release of 
information from the patient’s rec- 
ord, because (1) the occurence is 
infrequent; (2) the placing of a 
libelous statement on the chart is 
probably privileged in most cases; 
and (3) liability that is created 
exists prior to disclosure in any 
event, and will not be substantially 


g) 
h) 


reduced by securing the patient’s 


consent. 


THE RIGHT OF PRIVACY 


Truth is usually a complete de- 
fense to libel or slander. However, 
during the last 50 years, the courts 
have developed a right of the indi- 
vidual to keep from the public 
eye even truthful information 
when there is no particular reason 
why the public should have the 
information. The “right of priva- 
cy’, as it has come to be known, 


if the 


is a right to be free from the 
mental pain and distress resulting 
from the unnecessary publication 
of true fact or pictures that reveal 
initimate and peculiarly personal 
information. The right also pro- 
tects the individual from unau- 
thorized use of his name or photo- 
graph in advertising material, and 
in some states, e.g., New York, 
Florida, and Utah, this is the full 
extent of the right. The advertis- 
ing situation is the one that gives 
rise to most of the cases, and is, 
of course, not involved in the usual 
release of information by the hos- 
pital. 

Legal development of the right 
of privacy began with the case of 
a prostitute who had reformed 
and become a social leader in a 
Michigan town. A_ person who 
learned of her past informed the 
townspeople and for this was held 
liable in damages even though he 
spoke the truth. A California film 
company was held liable on simi- 
lar facts in that state’s first right 
of privacy case (5). 

California also prohibits, under 
penalty of damages, the revival 
as entertainment of old crime 
stories where the criminal can be 
identified from the context. 

Few of the total number of the 
cases decided in the right of priva- 
cy field involve questions that 
would be of help in considering 
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The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other 
minor aches or pains, BUFFERIN gives fast relief but 
seldom causes gastric upsets, even in large doses.’ 


- Although arthritic patients are markedly. more 


population, they tolerate BUFFERIN well.’ 


Each BUFFERIN tablet contains 5 grains acetyl- 
salicylic acid plus the antacids magnesium carbon- 
ate and aluminum glycinate. 


BuFFERIN contains no sodium. 


susceptible to straight aspirin than the general | 


| 

| 

| 

| 

| 

| 

| 

| BUFFERIN is easy to dispense when you use the 

| convenient Hospital Package—250 individual 

| aluminum foil-lined packets, each containing 

| two BUFFERIN tablets. Economical, too. Each. 
l dose costs you only 1%4¢. 


References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (Jume 4) 1955. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 
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the legal risks involved in release 
of information from the patient’s 
record. 


CONFIDENTIAL COMMUNICATION 


Besides the paucity of helpful 
cases, the “confidential communi- 
cation doctrine” adds confusion. 
In some states, and under some 
limitations, a physician cannot be 
forced to testify to communications 
with his patients, as part of a 
policy that it is more important to 
encourage people to confide in 
their physicians than it is to get 
the truth in a legal action. The 
scope of this doctrine varies from 
state to state, but many of the 
states that have the privilege ex- 


tend it to portions of hospital rec- 


ords. The hospital record in those 
states is “confidential” in the sense 
that it can be kept out of evidence. 
It does not follow that simply be- 
cause it can be kept from a jury 
that liability exists for disclosing 
the record. 

Many kinds of evidence can be 
kept out in a trial—hearsay, or 
testimony of a wife against her 
husband—but no one _ seriously 
contends that a person who repeats 
the words outside the court is 
therefore lable, unless the words 
are defamatory or constitute so 
revealing and outrageous a dis- 
closure that their disclosure is a 
violation of the right of privacy. 
In short, the fact that even a harm- 
less record can be kept out of 
court because it is “confidential”’ 
does not mean that a disclosure 
outside of court will create lia- 
bility. A few courts have said in 
passing that a physician would be 
liable for “willful betrayal” of pro- 
fessional secrets in violation of a 
medical practices act (2). Passing 
the question whether the medical 
practices act places any responsi- 
bility for secrecy on a hospital at 
all, the definition of ‘“‘willful be- 
trayal’” seems to involve a dis- 
closure that is unnecessary and 
harmful to the patient, or so a 
California court viewed it (6). 
If the physician is liable only for 
unnecessary disclosure of harmful 
information, it is difficult to see 
how he stands any differently 
than would a layman who made 
an unnecessary and harmful dis- 
closure. Liability exists in either 
case. 

We would conclude that the fact 
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that medical records may be ‘‘con- 
fidential” in the sense that they 
can be kept out of a court pro- 
ceeding without the consent of the 
patient is not controlling, and per- 
haps not even relevant, in deter- 
mining whether a particular dis- 
closure violates the patient’s right 
of privacy. 

The privilege to insist on secre- 
cv, at least in a judicial proceed- 
ing, can be waived by the patient. 
The most cautious administrative 
practice would require a waiver in 
any event before disclosing the 
record, but the conclusion that 
severe risks of liability await the 
least sHp is not, we believe, well 
founded. 


PHOTOGRAPHS 


In considering the cases which 
do bear more or less directly on 
the question, it is also well to dis- 
tinguish between written informa- 
tion and photographs. Although 
there are few cases, they do sup- 
port a prediction that liability is 
more likely for unauthorized re- 
lease of photographs than for the 
release of written information. 
(This, perhaps, is one more appli- 
cation of the proverb that one 
picture is worth a_ thousand 
words.) A court has held that 
the release, without consent, of a 
nude photograph of a mal-formed, 
dead infant to a newspaper -was a 
violation of the right of privacy 
of the parents (7), and a lower 
court of Pennsylvania held that an 
injunction would issue against the 


plaintiff’s physician, restraining 


him from including in the medical 
record an unauthorized photograph 
depicting facial disfiguration re- 
sulting from the patient’s illness 
(8). 

The New York statute apparent- 
ly forbids use of a picture for trade 
purposes even though the picture 
is complimentary. Conversely, the 
statute does not give a remedy 
for a derogatory and unauthorized 
use of a name or picture where the 
use is not for trade purposes. The 
California Supreme Court has re- 
peatedly stressed that the publica- 
tion in question must be “offensive 
to persons of ordinary sensibili- 
ties” (9). 

Research has disclosed only one 
case in which facts fall within the 
usual medical records problem 


(10). A special statute accounts 


for the finding that the hospital 
director was liable. This case arose 
in the lowest court of New York 
and involved the sending of the 
record of a mental patient to an 
adverse attorney in plain violation 


of a specific statute forbidding re- 


lease of the hospital record of a 
mental patient without official per- 
mission (Mental Hygiene Law, 
Section 84). Except in the rare 
instance where a special statute 
specifically forbids. release of in- 
formation, as was the situation in 
this case, this decision is not a 
threat. 

Time, Inc., was held liable for 
printing an article entitled “Starv- 
ing Glutton”? which described the 
metabolism difficulties of a young 
woman whose ailment resulted 
in the consumption of fantastic 
amounts of food but who. lost 
weight nonetheless (11). A picture 
of the woman in her hospital bed 
was included with the story. The 
evidence indicated that the picture 
was taken despite her objections 
after she had protested against any 
publicity. The case contains the 
following broad language: “. 
Certainly if there is any right 
of privacy at all, it should include 
the right to obtain medical treat- 
ment at home or in a hospital for 
an individual personal condition 
(at least if it is not contagious or 
dangerous to others) without per- 
sonal publicity. . .”’ 

This language, taken at face 
value, would be very troublesome, 
but the court. was obviously in- 
fluenced by the objectionable per- 
sistence of the reporters. In addi- 
tion, the other aspects of the case 
were not calculated to cause the 
court to look kindly on the de- 
fendent. For example, the picture 
conveyed no medical information, 
nor was it necessary to print the 
patient’s name to preserve the 
newsworthiness of the story. The 
case involved publicity in a na- 
tional magazine with a consider- 
able circulation, and the California 
courts, at least, regard the extent 
of the publication as highly rele- 
vant in determining whether the 
right of privacy has been violated 

No claim could be made that 
the communication was.a routine 
disclosure to an interested person. 
Most important of all was the 
outrageous conduct of the report- 
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From the hospital files of ““Rex”’ McKay” 


Into the doctor’s hands 


at the hospital 
within the hour... 


Mia ... Shaw Air Force Base, Sumter, 
S. C.—A patient in critical condition needed 
Bistrium Bromide, 25 mg., and Ansolysen 
Ampules. The hospital called ‘*Rex’’ McKay 
at Columbia—and the State Highway Patrol 
was alerted. ‘Rex’? McKay handed the med-_ 
icine to a waiting ofhcer, and in less than 
one minute he was on his way, with the 
siren screaming. Drugs were delivered into 
the doctor’s hands within the hour. 

In emergenices, of course—and in the equally 
important day-by-day routine of operating a 
better, more complete and more efficient hos- 
pital pharmacy—Mckesson stands ready to 

assist you. The “Rex’’ McKay: service 1s 
unique in the profession. So is the McKesson 
Hospital Reference Book . . . the most com- 
plete listing of hospital drugs, prices and man- 
ufacturers that exists today. And of prime: 
importance—the new Step-Saver Cabinet for 
hospital pharmacies, which puts 12 feet of 
shelf storage into a 2-foot unit! 


Serving America’s Hospitals 


Complete Hospital Service. Over 4,000 American 
Hospitals now use McKesson’s new, complete hospital 
services. Let your local McKesson Hospital Represent- 
ative show you how McKesson can simplify your buying 
and ordering, from one local source with complete stocks. 


‘Rex’? McKay Service. For latest pharmaceutical 
information, rely on “‘Rex’? McKay, our Prescription 
Department Spe Ist. 


Hospital Pharmacy Fixture Service. Save steps, 
save space with McKesson’s specialized fixtures de- 
signed particularly for hospital pharmacies. 


Personalized Service. Let the McKesson Hospital 
Representative tell you about the personalized service 
he can offer you, tailored to the needs of your hospital 
pharmacy. 


BETTER ...by McKESSON 
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ers. Their conduct is described by 
the court as a “wanton intentional 
invasion of plaintiff’s rights’. The 
opinion recites that the reporters 
came back “‘with the photographer 
after being refused her consent to 
publish an article about her ail- 
ment and taking her picture sur- 
reptitiously while she was voicing 
her protests against any publicity 
in a conversation with one of them, 
by means of which he attracted her 
attention away from the photog- 
rapher .. .” 

The broad language of this case 
must be viewed in the light of 
these factors; so viewed, the lan- 
guage does not, to the author’s 
mind, present any risk of liability 
for routine disclosure to interested 
persons. Another fact of consider- 
able interest in the case is that 
the plaintiff was awarded only 
$1,500 by the jury. 


PRIVILEGED FALSE STATEMENTS 


In the first formulation of the 
right of privacy as a legal doctrine, 
by Louis Brandeis (later Mr. Jus- 
tice Brandeis) and Samuel Warren 
(13), the authors suggested that 
the right of privacy was subject to 
the same limitations as are actions 
for libel and slander. Historically, 
even false statements did not 
create liability if made as a part of 
a legal proceeding, or in a published 
account of a legislative proceed- 
ing, or made between interested 
persons, e.g., by one employer to 
another respecting an employee’s 
character, where the statement 
was reasonably requested and rea- 
sonably given. 

The Kentucky Supreme Court 
and a lower court in Ohio have 
adopted the view that the right of 
privacy is limited in the same 
manner (14, 15). The Kentucky 
court said: “*. .. the right to priv- 
acy does not prohibit the commun- 
ication of any matter, though in 
its nature private, when the pub- 
lication is made under circum- 
stances which would render it a 
privileged communication accord- 
ing to the rule of slander and 

The opinion in the Nebraska 
case involving the communication 
to the plaintiff’s landlady of a re- 
port that plaintiff had a venereal 
disease is unclear as to the truth 
or falsity of the disclosure, al- 
though the opinion woufd lead one 
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to believe that the court assumed 


the information that the patient - 


had a venereal disease was true, 
and cast the opinion in terms that 
sound like right of privacy. 

The court found that a disclosure 
to the keeper of the boardinghouse 
where the patient lived was priv- 
ileged. As we have seen, a similar 
false report would be privileged 
if given to a person “‘interested’’. 

All courts agree that consent to 
an action is a defense for violation 
of privacy. We noted above that 
the consent of the patient probably 
would not help in a libel case be- 
cause the patient does not usually 
know the content of the record in 
detail. The patient usually does 
know, however, why he ‘is in the 
hospital and the treatment he is 
receiving. Consent to disclosure of 
those facts would probably be 
sufficient. | 

SOME PREDICTIONS 


Most of the situations where the - 


limitations of liability discussed 
above operate as to libel and 
slander relate to public proceed- 
ings and the right of privacy is 
everywhere modified to exclude 
suits by persons who are partici- 
pants, willing or not, in public af- 
fairs. 

It is, therefore, unlikely that 
the question whether suits for in- 
vasion of privacy are subject to 
the same limitations as suits for 
libel and slander will often be be- 
fore the courts. No _ definitive 
judgment can be made with re- 
spect to this question except of 
course in Kentucky, where it has 
been decided by the supreme court 
of the state, but it is likely that 
limitations on liability for inva- 
sion of right of privacy will be es- 
tablished, coextensive with those 
applicable to libel and _ slander. 

This is particularly true in Cali- 
fornia, where one court has held 
that a suit for invasion ‘of privacy 
could be maintained even though 
the facts also showed that the 
plaintiff had been libeled (16). If 
the limitations were not coex- 
tensive, the restrictions on the 
right to recover for libel and 
slander could be avoided by call- 
ing the suit one for invasion of 
privacy. 

Another factor of interest with 
respect to the California cases is 
the fact that every case so far de- 
cided concerned widespread pub- 


licity. The motion picture com- 
panies, the radio broadcasters and 
the newspapers have been the de- 
fendants. The highest California 
court has served notice that the 
existence of liability depends on 
the medium of publication, 
the extent of the use, the public 
interest served by the publication. 
and the seriousness of the inter- 
ference with the person’s privacy.” 

In the light of this statement, 
there is good reason to expect that 
unauthorized disclosure to one 
person who has some interest in 
the care given the patient will not 
create liability at all, although a 
lot depends on the first case. If it 
involves a particularly disturbing 
set of facts (such as those in the 
case involving Time), broad lan- 
guage might result which could 
establish liability in cases where 
the facts surrounding the release 
were much less disturbing. 

Since the right of privacy cases 
involve hurt feelings, shame and 
embarrassment, it is probable that 
judgments in excess of a few 
thousand dollars are not likely. 8 
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Notes and Comment 


Researcher discusses 
diet and heart disease 


“The experimental data on 
atherosclerosis overwhelmingly 
confirms that atherosclerosis, one 
of the main- causes of heart dis- 
ease in middle-aged men, is a die- 
tary nutritional metabolic disease,” 
Dr. Jeremiah Stamler said at a 
meeting of hospital dietitians at 
this year’s Tri-State Hospital As- 
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EMERGENCY ROOM EFFICIENCY 


Visible sterile storage with ‘Zephiran 1:5000 to 
1:1000 aqueous solution (with Anti-Rust Tab- 
lets “Winthrop”) makes presterilized instru- 
ments, ampuls, etc., easily accessible and ready 
for immediate use. Zephiran 1:5000 solution is 
also particularly valuable and efficient in the 
cleansing and debridement of wounds. 


ANTISEPSIS IN THE OPERATING ROOM 


Chemical antisepsis with Zephiran 1:1000 stain- 
less tincture is a ritual in the scrub-up room. 
Zephiran is most widely used in hospitals to 
prepare personnel, patient and equipment for 


surgery. 


ANTISEPTIC DIP BASIN 


Zephiran is just as valuable outside the oper: 
ating room area to minimize the hazard of in- 
fection during ward rounds, bed-to-bed care and 
general servicing. A small basin with 1:1000 
Zephiran aqueous solution or tincture right on 
the cart or utility table gives greater assurance 
of continuing antisepsis. 
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LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


ZEPHIRAN, (BRAND OF BENZALKONIUM, AS CHLORIDE, _ bay LABORATORIES, New York 18, N. Y. 
REFINED), TRADEMARK REG. U.S. PAT. OFF. 1249 
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ALTERNATING PRESSURE POINT PADS 


prevent and help heal 


PRESSURE SORES 


Your threatened and existing 
cases of pressure sores need not 
be a problem. APP units will pre- 
vent and help heal them. 


Body pressure points of patients 
are automatically changed every 
two minutes to maintain circula- 
tion and prevent tissue tenderness 
or breakdown. Patients are more — 
comfortable and do not need 
frequent turning or massage. 


Thousands of APP units 
are now used in general and 
veterans’ hospitals. Units 
are available for standard 
beds, respirators and wheel 
chairs. 


For detailed infor- 
mation and clinical 


The R. D. GRANT COMPAN 
_ reports, write to: _ 805 Hippodrome Building, Cleveland 14, Ohio 


Manufactured by AIR MASS, INC., Cleveland 10, Ohio 
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sembly in Chicago. The assistant 
director of the cardiovascular de- 
partment of Michael Reese Hospi- 
tal’s Medical Research Institute, 
Chicago, reported that studies on 
men in the 45-65 age bracket in 
many countries of the world sup- 
port the theory that ethnic, racial 
and climatic factors do not affect 
the. serum cholesterol level of 
middle-aged males. Dr. Stamler 
explained that the serum choles- 
terol level is believed to be directly 
influenced by the fat content of the 
diet, particularly the content of 
saturated fat. 

Dr. Stamler quoted the recently 
published Framingham § study on 
atherosclerotic disease. This four- 
year study on men in the 45-62 
age bracket showed that when two 
of the following three factors— 
blood pressure, serum cholesterol 
or weight—are elevated, 143 out 
of every 1,000 men in that age 
bracket were victimized by an at- 
tack of Coronary heart disease in 
the course of a four-year period. 
When these factors were at normal 
levels, the attack rate was reduced 
to 10 per 1,000 male population per 
four years. 

Since diet is a decisive factor in 
controlling the serum cholesterol 
and body weight levels, Dr. Stam- 
ler enlisted the assistance of dieti~ 
tians in stressing a nonatherogenic 
diet for men in their menus and 
nutrition education programs. Dr. 
Stamler stated that basically this 
diet should reduce from 40 to 20 
the percentage of calories derived 
from fat in the diet. Much of this 
can be done, Dr. Stamler stated, by 
eliminating the fat we add to the 
diet in the form of foods fried in 
deep fat, butter on vegetables after 
cooking, sour cream and mayon- 
naise in salads. He called for a 
change in breakfast eating pat- . 
terns, substituting whole grain ce- 
reals and breads, honey and jams, 
for the traditional fried eggs, ba- 
con and thickly-buttered toast. 

Dr. Stamler further reported that 
there is reason to believe that un- 
saturated fats, such as vegetable 
oils, will reduce cholesterol level. 
Dietary application of this theory 
would be shrimp fried in corn oil 
and salad dressings with a-vege- 
table oil base—within the context 
of an over-all reduction in total 
fat (particularly saturated fat) in- 
take. . 


HOSPITALS, J.A.H.A. 


\ 
Th d bit 
is Open decubitus 
on an APP pad 
YZ A 
_ 
AS 
| 
ji 
r 
| 
P's | 
| 
| 
| 
| 


LMOST EVERY distribution sys- 

tem had to be changed when 
our new main building was opened 
at Rhode Island Hospital a year 
and a half ago. The linen distri- 
bution system was no exception. 
New equipment and layout called 
for a new approach. 

The development of a linen dis- 
tribution system that has since 
proved workable was not a freak 
of chance, we believe, but the re- 
sult of careful planning and exe- 
cution by the department heads 
and personnel involved. 

We found that both essential 
teamwork and a workable system 
can be obtained if representatives 
of the departments responsible for 
carrying out a system develop the 
system in a constructive atmos- 
phere with administrative coordi- 
nation. 
who are responsible for carrying 
out systems and procedures. will 
be the first to suggest change when 
it is. truly necessary; if they sug- 
gest it, or its worth is demonstrated 
to them in advance, they will co- 
operate wholeheartedly in making 
the new program succeed. 

The writer’s first step after be- 
ing given the responsibility of de- 
veloping the new linen distribu- 
tion system was to meet with the 
executive housekeeper, who was 
to supervise linen distribution in 
the new facility, and with the 
laundry manager, who had long 
experience in problems of this na- 
ture. The associate director of nurs- 
ing service was also consulted from 
time to time during these initial 


John F. Stockwell is assistant to the ad- 


ministrator, Rhode Island Hospital, Provi- — 
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In our experience, those_ 


no detectives 
in this group-developed 
linen distribution system — 


by JOHN Ff. STOCKWELL 


LEFT: LAUNDRY carts are kept in the linen room but can be pushed 
to patient rooms. ABOVE: Linen room of each nursing unit is filled 
up to standards daily before 8:30 a.m. by housekeeping personnel. 


The author describes the develop- 
ment, operation and results of the 
linen distribution system used at Rhode 
Island Hospital. He stresses the im- 
portance of the linen committee in the 
success of this system. 


discussions. An assistant house- 
keeper who was to be the actual 
coordinator of linen distribution 
also took part in the discussions. 

First, we listed each step in the 
distribution of linen to and from 
patient beds, devising methods of 
accomplishing each step as we did 
so (see Table 1, page 66). We 


challenged each step repeatedly 
until we could prove we had good 
solutions to the various problems. 
We wrote all of these things into 
minutes of the meetings so that. 
we could review ideas between 
meetings, stick to the main prob- 
lems, and each gain the same un- 
derstanding of what was decided. 


TEMPORARY ASPECTS 


We recognized that some aspects 
of the system would be temporary 
and might be changed _ several 
times, since the new main building 
was only one major step in a 
series of construction and renova- 
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A. Collection of Soiled Linen 


B. Distribution of Clean Linen 


table | 
|. Daily Care 


1. Nursing personnel remove soiled linen from bed and place 
in a self-locking hamper bag on metal hamper. : 

2. When bag is filled with soiled linen, nursing personnel 
lock the bag, put it in the corridor against the wall. 

3. Male housekeeping personnel pick up soiled linen bags 
and put them down linen chute. 

4. Laundry personnel take bags from base of chute to trucks 
which deliver them to the laundry. ‘ 


1. Regular pillow cases, bed sheets, draw sheets, bed 
spreads and face towels are loaded onto shelf trucks 
from the ironer in the laundry. 

2. Other items of clean linen loaded into canvas baskets. 

Trucks take clean linen to the central linen room. 

4. Linen room of each nursing unit is filled up to standards 
daily before 8:30 a.m. by housekeeping personnel. (See 
lower photograph on page 65.) 
ll. After Discharge of a Patient 
Housekeeping personnel strip bed and nursing personnel remake it. 


tion projects in a long-range mas- 
ter plan. For instance, trucking of 
linen will not be necessary after 
the laundry is connected to the 
main building and other buildings 
by tunnels. Also, a linen storage 
room will be built adjacent to the 
laundry building, toward which 
we will plan the flow of linen 
processed in the laundry. 

When we thought we had a 
workable system, we put it in writ- 
ing and asked the opinion of the 
director of the nursing department. 
She felt it was a good system 
and made several helpful sugges- 
tions. 

We now had a linen system that 
we thought was workable and 
that was supported by the respon- 
sible department heads, whose 
functions and duties were spelled 
out in the minutes. 

Armed with all of this in writing, 
we went to top administration, 
reporting that it would cost about 
$6,000 to purchase an adequate 
number of hamper bags, hampers, 
shelf trucks and platform trucks 
to implement the system. We also 
pointed out that it might well cost 
another $5,000 to put in circula- 
tion an adequate amount of linen 
to support the new 627-bed hos- 
pital, with trucking of linen and 
a central linen room. However, 
linen purchases had been running 
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about $15,000 a year. There was 
never enough and there was con- 
stant bickering as well, so this in- 
vestment in linen was not un- 
usual. 

Administration approved the 
system, looking on the purchases 
as the initial expense of a planned 
linen program which it felt would 
result in a. more efficient linen 
service in the long run. 


THREE PRIMARY PROBLEMS 


With this approval, we now had 
to produce results. Unless good 
teamwork followed, this system 
could easily fail as had _ good 
previous plans. We were faced with 
three primary problems: 

@ How could we get understand- 
ing and cooperation between user 
and supplier at the lower levels so 
that problems could be _ solved 
easily and quickly behind the 
scenes while they were still of rela- 
tively small consequence? 

@® How could we change things 
so that nurses could feel secure 
in the knowledge that there would 
be enough linen on units at all 
times to satisfy the needs of their 
patients? 

@® How could we present the 
linen subject so that head nurses 
would want to take an active part 
in assuring economical use _ of 
linen? 


The director of nursing suggest- 
ed that she appoint several nurses 
to meet with the original group to 
work out details of the system, help 
determine the standards to be de- 
livered to each unit daily and to 
make a start on cooperation. 

This step was important, since 
the major problems in the old 
linen system—hoarding, disagree- 
ments, borrowing of linen, detec- 
tive work, and so forth—made for 
few cooperative conversations be- 
tween head nurses or clinical su- 
pervisors and heads or assistants 
of supply departments. Most com- 
munications were carried on at the 
highest levels, taking a great deal 
of the time of administrative 
people and department heads. 

This was the beginning of the 
linen committee, which has met at 
least monthly for the last two 
years. There have been nine mem- 
bers: the executive housekeeper, 
the laundry manager, two clinical 
supervisors, an assistant house- 
keeper (the linen coordinator), 
two head nurses, one staff nurse, 
and one member of administration 
as chairman. The nurse members 
have been changed periodically in 
order to obtain opinions from rep- 
resentatives of all patient services. 

During the first few meetings 
we had an agenda of specific things 
to discuss and/or accomplish, but 
the main objective was to have 
any sort of conversation take place 
between users and suppliers in 
an informal, friendly atmosphere, 
just to open channels of com- 
munications which had been some- 
what obstructed by the emphasis 
on building planning. After a few 
meetings, mutual understanding 
had progressed so well that we 
began to accomplish things. 


PRINCIPLES OF SYSTEM 


The details of future linen dis- 
tribution were ironed out and the 
group agreed on these principles 
as the basis for the system: 

1. Personnel on nursing units 
and in supplying departments can 
work together cooperatively. 

2. More efficient service would 
result if a standard amount of each 
item of linen were delivered daily 
than if the head nurses made out 
requisitions every day. 

3. Adequate amounts of each 
item of linen would have to be . 
maintained in circulation to sup- 
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What does American 
mean, “complete line’’ 


| of laundry equipment? 
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In washers alone, 
American offers you 
17 different types 

in 79 sizes 


Tumblers, 11 types; extractors, 9; presses, 12; also in vari- 
ous sizes! In all kinds of laundry, dry cleaning and rug 
cleaning equipment, American offers you a wide range of 
types and sizes. | | 

This means important advantages for you. There is a 
complete selection from which to choose exactly the equip- 
ment you need. One source for all your machinery. One 
responsibility for its continuing fine performance. 

This also means that whatever the size of your plant or 
your type of work, you’ll find American has the right ma- 
chine for you. A quality machine as well. American is a 
specialist in designing and building machinery for laun- 
dries of all types, dry cleaners and rug cleaners. 

Listed below are some examples of this complete line 
of equipment. Individually, and all together, they show 


another way you can expect more from American. 


Cascade End-Loading Washers 
Cascade Side-Loading Washers 
R. H. P. Cascade Washers 
Cascade Unloading Washers 
Lo-Door Mammoth Cascade 
Washers 
Cascadex Washer-Extractors 
Cascade Full-Automatic Washer 
Control 
Cyclamatic Washer Control 
Rinsomatic Washer Control 
Selectro Washer Control 
Sentrex Washer Control 
Monex Extractors 
Motex Extractor 
Notrux Extractors 
Aircraft Drying Tumblers 
High-Speed Drying Tumblers 
Zone-Air Drying Tumblers 
Challenge Drying & Conditioning 
Tumblers 
Rotaire Conditioning Tumblers 
Retron Flatwork Ironers 
Streamline Flatwork Ironers 
Super-Sylon Flatwork Ironers 
Sager Flatwork Spreaders 
Foldmaster Flatwork Folders 
Stackrite Flatwork Stacker 
Trumatic Flatwork Folders 
Formatic Coat Unit 
Formatic Shirt Unit 
Super-Zarmo Presses 
Super-Zarmoette Presses 


Buckeye Dry Cleaning Washers 
Synclor Single-Bath Perchlor- 
ethylene Solvent Dry Cleaning 
Units 
Truclor 2-Bath Perchlorethylene 
Solvent Dry Cleaning Units 
Trucleen 2-Bath Petroleum 
Solvent Dry Cleaning Units 
Noex 140° Flash Petroleum Solvent 
Dry Cleaning Units 
Perclor-Saver Tumblers 
Zone-Air Dry Cleaning Tumblers 
American-Olson Tubular Filters 
Aceco Dry Cleaning Presses 


Cleveland-American Rug Dusters 
Deluxe Mirza Rug Cleansing 
Machine 


'Super-Mirza Rug Cleansing 


Machine 

American Pressurized Rug 
Cleansing Units 

Deluxe Mirza Rug Wringer 

Cleveland-American Rug 
Wringers 

Cleveland-American Tape 
Conveyor Tables 

Cleveland-American Rug Sizing 
Roll 

American Nap Brush Roll 

Super-Mirza Rug Dryroom 
Conveyor 


merican 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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table 2—sample linen standards for several nursing units: 


Par standard and 


5B 8A 10B {Unit 


Ns GS Orth. | Med. |Service 


35 37 26 41 |Bed capacity 


Sheets 21/3 


Item ' bed capacity 
Bath blankets 1/2 18 1TH 
Draw sheets 70:.| 86° | 
Pillow cases 2 
82 87 | 62 96 


*General standard increased for these units. 


port these standards. 

4. A full-time qualified person 
would be needed to coordinate this 
system. 

5. Linen supply coordination 
should be the function of the 


housekeeping department, and a- 


special assistant to the executive 
housekeeper should be the _ co- 
ordinator. 

6. There are many important 
advantages to the use of self-clos- 
ing hamper bags for collection of 
soiled linen. 

7. Since the laundry was to be 
isolated from other buildings for 
two years because of future demo- 
lition of tunnels, the first duty of 
our truck with the mechanical tail- 
gate would be the delivery of soiled 
and clean linen to and from the 
laundry. | 
_ 8. It was necessary to have a 
central: linen room, operated by 
the housekeeping department in 
or connected to the new main 
building. 

9. Specially designed shelf trucks 
were necessary to reduce handling 
of linen and provide flexible stor- 
age space in the central linen 
room. 

After agreeing on the future 


system, the linen committee de-: 


cided which items of linen needed 
to be delivered daily and set 24- 
hour usage standards for each one 
for every unit. A general stand- 
ard was set and increased or de- 
creased for special needs of cer- 
tain units (see Table 2, above). 


EXCESS LINEN SUPPLIED 


It was agreed that requests by 
head nurses for linen in excess of 
the standards would be supplied 
by the central linen room without 
question, if they supplied:a writ- 
ten requisition and if they sent 
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someone to pick up the linen. 
The committee took actual 
counts of standards to the new 


building before the move -to test 


adequacy of storage space. The 
nine items used in greatest vol- 
ume were assigned the same spaces 
on every unit on the linen carts 
that were specially designed for 
them, and the spaces marked ac- 
cordingly. Other items were placed 
on shelving in the linen room. 
Carts are kept in the linen room 
but can be pushed to patient 
rooms. 

The -linen committee sponsored 
a manual describing the new linen 
distribution system, listing the 
standards for every item for every 
unit and picturing the storage lo- 
cation of every item. The manual 
was given to every head nurse 
within a few days after the move. 

The committee decided to meet 
weekly after the new facility was 
opened in order to change stand- 
ards as necessary, settle any prob- 
lems in the system that might de- 
velop, communicate ideas and 
questions between the committee 
and nursing personnel, and to 
work on future linen projects. 

When patients and nursing per- 
sonnel moved to their new units, 
they found the beds made and a 
full standard of every item of 
linen on hand. 


REFINEMENTS AND RESULTS 


In general, the new _ system 
worked well from the start. Some 
problems developed, such as un- 
avoidable late deliveries in the 
morning, difficulties in training 


everyone in details of the many 


new systems at once, anda short 


supply of bags for soiled linen, but 


each problem was solved cooper- 
atively as it appeared. Good com- 


munication between nursing per- 
sonnel and the linen committee 
helped to promote understanding 
and prevent disillusionment. 

Several refinements have been 
made in the system since it was 
placed in operation: 

@ Small boxes placed on the 
shelves of linen rooms on nursing 
units provide space for neat stor- 
age of small items and save time 
for nursing and housekeeping per- 
sonnel. 

@ A full linen hamper has been 
placed in the nursing service office 
for emergency use during evening 
and night hours by nursing units 
that need additional linen. (It has 
been used rarely.) 

@ An inventory of all linen in 
circulation has been taken in order 
to bring totals up to standards. 

@ A form has been developed for 
notifying every unit affected by 
changes in standards. . 

Here are some of the results of 
the new system: 

1. There is no hoarding that we 
know about, since nurses know 
that they always have enough 
linen available. . 

2. The pressure on suppliers has 
been eased, since they make one 
trip to each unit every day, for 
the most part, and since there is 
enough linen in circulation to put 
tomorrow’s linen delivery in bas- 
Kets today. 

3. Detective work and disagree- 
ments, open or otherwise, have 
been virtually eliminated. 

4. Department heads and ad- 
ministrative people spend little 
time solving linen problems, since 
most are solved before they reach 
that level. 

5. Greater economy has result- 
ed, since each unit receives daily 
only what is required to make up 
the standard instead of a full 
order daily, regardless of how 
much they have. Also, we require 
50 man-hours per week less in the 
laundry than before; with an ade- 
quate amount of linen in circula- 
tion, we have cut down Sunday 
work by that much. 

6. An adequate amount of linen 
in circulation has resulted in longer 
life for linen, and the amount of 
linen which needs to be condemned 
or sewn is greatly. reduced. In 
fact, because of this, we have been 
able to reduce the number of 
seamstresses by one. 
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A HOSPITAL installation of an ultrasonic cleane 
is shown above. Aide is loading a basket with 
instruments to be cleaned. The power and control 
unit is on the left, washing and rinsing units in 
the center, and the drying unit on the right. 
When the instruments are removed, they may 


be placed in storage or sent to the sterilizer. 


ultrasonics: 


answer to your cleaning problems? 


by RUSSELL T. CLAYTON 


NE OF THE most constant prob- 
lems in the operation of a 
hospital is the cleaning of instru- 
ments, utensils and glassware. This 
problem is perhaps of greatest con- 
cern to the laboratory and depart- 
ments of surgery, obstetrics, and 
central supply. The traditional so- 
lution is to have such items washed 
by hand—a time-consuming pro- 
cedure. 

A more efficient manner of clean- 
ing these items would seem to 
be highly desirable. With this in 
mind, certain manufacturers of 
hospital equipment have recently 
modified for hospital use an ultra- 
sonic cleaner which has_ been 


Russell T. Clayton recently completed 
his course at Northwestern University and 
is currently an administrative resident at 
the University of Louisville Medical 


Center. 
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Whether the answer to more effi- 
cient cleaning of instruments, utensils 
and glassware lies in an_ ultrasonic 
cleaning machine depends on _ the 
needs and circumstances in the indi- 
vidual hospital, the author states. His 
suggestion that hospital administrators 
and purchasing agents may want to 
investigate these new machines is based 
on an actual-use study. 


successfully used by the aircraft 


industry for cleaning engine com-— 


ponents and other metal parts. 
The primary attributes of such 
a machine are its speed and effi- 
ciency and the fact that its use 
releases personnel who might be 
used elsewhere in the _ hospital. 
These attributes would seem to in- 
dicate that an ultrasonic cleaner 
be given. serious consideration 


whenever a change in cleaning 
procedures is indicated. 

The initial cost varies with the 
model. Currently the price for ul- 
trasonic cleaners varies with the 
machine and accessories, but it 
would be safe to say the range is 
between $2,500 and $15,000 for 
production models or those soon 
to be perfected and/or improved. 

The usual appearance of these 
devices is similar to that of an 
ordinary cabinet sink. The bowl 
portion is the receptacle for the 
cleaning solution—usually water 
and a detergent—and a container 
for items to be cleaned. 

The key process in ultrasonic 
cleaning is the conversion of very 
high frequency electrical power 
into mechanical energy (ultrasonic 
sound). A generator is used to 
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produce the necessary high fre- 
quency electrical energy from the 
standard 60 cycle power line. This 
electrical energy is then converted 
into mechanical energy (ultrasonic 


energy) by a transducer. When 
this ultrasonic energy is emitted 
- through the washing tank, count- 


less tiny vacua are created in the 


washing solution. These tiny vacua 
or bubbles collapse inward, cre- 
ating extremely high intensity re- 
actions capable of cleaning objects 
made of metal, glass, or other hard 
material. The soil removed in the 
ultrasonic cleaning process is re- 
duced to infinitely small particles 
which remain in suspension as 


long as the machine is operating. 


TWO IMPORTANT QUESTIONS 


Now that such a machine is 
available for hospital use, two im- 
portant questions must be consid- 
ered: 

1. What can an ultrasonic clean- 
ing machine be expected to do 
effectively? | 

2. Can the purchase of such a 
machine be justified in terms of 
economy? 

In regard to the first question, 
it can be said that a fully efficient 
ultrasonic cleaner could be used to 
clean any metal, glass, enamel or 
other item made of hard material 


that could be completely immersed ~ 


in the solution and freed of trapped 
air. Although old stains must be 


removed by special solvents, the 
cleaning action of an _ ultrasonic~ 


machine seems to prevent any fur- 
ther staining. The size and quantity 
of items that can be washed de- 
pends, of course, upon the size of 
the washing receptacle. This varies 
from model to model, but.in gen- 
eral, with the exception of unusu- 
ally long instruments, one com- 
plete set of surgical instruments 
can be cleaned in a comparatively 
short time. 
One 500-bed hospital, where an 
ultrasonic cleaner has been in use 
for a year, uses the device to clean 
all surgical items except linen and 
basins. The usefulness of an ultra- 
sonic cleaner is not limited to the 
surgery department. It could be 
effectively used in various depart- 
ments and might be most efficiently 
utilized in central supply. 
Presently the most striking lim- 
itation to the use of an ultrasonic 
cleaner is the size of the washing 
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receptacle. This, too, varies with 
the model. However, no model 
practical for general hospital use 
can accommodate very long surgi- 
cal instruments and other large 
items. It is possible to make an 
ultrasonic cleaner that would ac- 
commodate virtually all utensils 
used in the laboratory, and-in sur- 
gery, obstetrics and central supply. 
Such cleaners are made for indus- 
trial use and could be had by 
hospitals on special order. How- 
ever, it is estimated that such a 
cleaner would cost approximately 
three times more than the largest 
cleaner now offered for hospital 
use. Needless to say, such a high 
initial cost would be prohibitive 
for practically all hospitals. 
Another potential limitation to 
the use of an ultrasonic cleaner 
is the expanding interests in dis- 


posable items such as needles, 
drainage basins or bags, emesis 
basins, syringes, etc. In spite of 


these limitations, there are and 
will continue to be a great many 
items—especially the expensive 
and difficult-to-clean surgical in- 
struments—that can be cleaned in 
ultrasonic cleaners of a size practi- 
cal for most hospitals. The man- 
ufacturers of ultrasonic cleaners 
claim that this use alone would 
justify the capital expenditure. 


INDIVIDUAL STUDY REQUIRED 


Whether or not the purchase of 
an ultrasonic machine can be jus- 
tified in terms of economy is, in 
the last analysis, contingent upon 


the conditions in the individual 
hospital. The author recently con- 
ducted a time and motion study to 
investigate the desirability and 
practicality of purchasing an ultra- 


sonic cleaner for use in a large 


Midwest hospital. The study was 
conducted in the departments of 
surgery, central supply and ob- 
stetrics. For 14 consecutive days, 
each of the departments kept a 
careful record every’ time an 
item(s) was washed by hand. The 
record included the type and quan- 
tity of items washed, the total 
length of time that elapsed between 
the initial and final step of the 
washing procedure (i.e., the filling 
and emptying of the washing 
bowl), and the name and position 
of the employee who did the 
washing. The cost of this washing 
was calculated and compared to the 
estimated cost of cleaning the same 
quantity of items by any of three 
models of ultrasonic cleaner. It 
was found that any one of the three 
machines could be expected to ac- 
complish the cleaning more quick- 
ly and economically than it was 
being done by hand. 

Using the results of this study, 
the amortization rates were deter- 
mined. It was found that any of 
these three models could be ex- 
pected to be amortized within a 
reasonable length of time. The ac- 
tual amortization rate in a partic- 
ujar situation would, of course, 
depend upon the initial cost of the 
cleaner selected and the degree to 
which it was utilized. . 


NOTES AND COMMENT 


Five radioisotope samples 
now commercially available 


Distribution of the following 
radioactivity standard samples of 
short-lived radioisotopes was dis- 
continued May 6 by the National 
Bureau of Standards because the 
samples are now commercially 
available: 

No. 4916 Phosphorus-32 

No. 4917 Iodine-131 

No. 4918 Gold-198 

No. 4923 Sodium-24 

No. 4933 Potassium-42 

Standardized samples of these 


_nuclides may be obtained from the 


Nuclear-Chicago Corporation, 223 
West Erie Street, Chicago 10, Ill. 
The standards issued by this firm 
are derived from comparisons made 
with the primary standards of the 
National Bureau of Standards. The 
firm, however, has accepted full 
responsibility for standardization 
of samples it. distributes. 
Although the NBS. has with- 
drawn from distribution of these 
standard samples, it will continue 
to maintain the primary disinte- 
gration-rate standards of these 
nuclides, with which commercially 
available secondary standards may 
be compared. ba 
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Pumping units (14B-1) 

Manufacturer's description: A new line 
of vane-type, positive displace- 
ment pumps with capacities of 35 
to 275 gal. per hour, and pressures 
up to 300 lbs. per sq. in., suction 
lift 28 inches of mercury. The 
unique design of these pumps re- 
sults in low maintenance and effi- 
cient operation. They can be in- 
corporated in special equipment 
and are now used in dishwashing 
machines, air conditioning equip- 


ment, and in steam cleaners. Pro- 
con Pump & Engineering Co., Dept. 
H, 12721 Capital Ave., Oak Park 
37, Mich. 


Finger-tip fluid dispenser (14B-2) 

Manufacturer's description: This new 
finger-tip fluid dispenser is easy to 
use and prevents loss or contam- 
ination of all types of liquids— 
reagents, medicinals, pharmaceuti- 


cal syrups, elixirs and _ liquors, 
sterile solutions, corrosive, volatile 
solvents, even dangerous chemicals. 


The dispenser can be drop-cali- 
brated for quantitative delivery of 
milliliter amounts and will deliver 
one pint or more per minute when 
fully opened. A safety lock-knob 
prevents accidental opening when 
not in routine use and a nozzle 
vial-shield prevents vapor loss or 
microbial contamination when used 
for sterile solutions or volatiles. It 
is constructed of stainless steel 
and anodized dichromate-sealed 
aluminum. Palo Laboratory. Sup- 
plies, Inc., Dept. H, 81 Reade St., 
New York 7, N.Y. 


New tape recorder (14B-3) 
Manufacturer's description: Model 775 is 


especially adapted to dictation by 
means of its ‘pause’ button. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


New refrigerators (14B-8) 

Mobile emergency unit (14B-9) 
Insulated skylight (14B-10) 

Glass shielding brick (14B-11) 
Storage cabinet (14B-12) 
New hospital glove pack (14B-13) 
Papaya products (14B-14) 


Pumping units (14B-1) 
Finger-tip fluid dispenser (14B-2) 
New tape recorder (14B-3) 

reads Morgue tray accessory (14B-4) 
Projection magnifier (14B-5) 
Hydrogen peroxide container ie 
(14B-6) 
New food conveyor (14B-7) 


PRODUCT LITERATURE 


Mattresses (14BL-5) 

labels (14BL-6) 

ae Pot and utensil washers (14BL-7) 
Explosion hazards (14BL-8) 


Hospital drug reference (14BL-1) 
Aluminum foil booklet (14BL-2) 
Unit fire detectors (14BL-3) 
Profit calculator (14BL-4) 


NAME and TITLE 


HOSPITAL 


ADDRESS 


(Please type or print in pencil) 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


When this spring-loaded control is 
pressed, it pulls the pressure roller 
away from the capstan, thus halt- 
ing tape motion instantly during 


recording and playback. A plunger 
affords quick change to tape speeds 
of 334 or 7% in. per second. Fast 
forward and reverse and a reset- 
able 3-digit program indicator 
permit the rapid location of any 
desired portion of tape. A full 1,200- 
foot reel can be rewound in 80 sec- 
onds. Five pushbuttons—stop, for- 
ward, rewind, play, and record— 
are grouped conveniently. Bell & 
Howell Co., Dept. H, 7100 McCor- 
mick Rd., Chicago 45, Ill. 


Morgue tray accessory (14B-4) 
Manufacturer's description: This specially 


designed accessory has been intro- 
duced to eliminate physical strain 
in hospital morgue operations. The 


unit features a stainless steel tray 
suspended from a chromed steel 
support bar. The tray, which is 
placed beneath the deceased on re- 
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MERICA TO HIGHEST PROFESS" 


ONLY CORROSION-RESISTANT STAINLESS STEEL is used in Torrington Surgeons Needles, and these 
needles are polished to an extra high gleam and perfect smoothness. Such quality details are your 
assurance of top performance and absolute dependability . . . which is why it pays to specify— 


and always insist on—TORRINGTON. 


TORRINGTON COMPANY 


Torrington, Conn. 


W “ Gear DLependable CSewice 
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moval from bed, accompanies the 
body in transport to the morgue. 
Movement from the transfer 
stretcher to autopsy table or 
morgue storage is quickly accom- 
plished by connecting the tray to 
the Porto-Lift’s four chrome fin- 
ished chains and actuating the 
hydraulic controls. Porto-Lift Man- 
facturing Co., Dept. H, Roscom- 
mon, Mich. 


Projection magnifier (14B-05) 
Manufacturer's description: The projec- 


tion magnifier is a compact, port- 
able instrument designed as a 
completely self-contained illumi- 
nated magnifier of such a size that 


it accommodates all standard types 
and forms of reading material. 
Once the reading matter is placed 
in position, an illuminated mag- 
nified image of a portion of that 
page is projected on the built-in 
415 by 12-in. reading screen. Avail- 
able in two models—with magnifi- 
cation to 3 times original print 
size and with 5 times magnification. 
American Optical Co., Dept. H, 10 
S. Wabash Ave., Chicago 3, Ill. 


Hydrogen peroxide container 
(14B-06) 


Manufacturer's description: A new alum- 
inum container 
that is unbreak- 
able, protected 
ae against pressure 
a blow-out, and 

ICC approved is 

now being used 
for this com- 
pany’s 30. per 
cent hydrogen 
peroxide in Cer- 
tified Reagent 
(with individual 
lot analyses), 
Reagent, and 
wecnnicatl 
grades. Each aluminum can con- 
tains one pound of solution—and 
there are many uses for the emp- 
ties. Fisher Scientific Co., Dept. 
H, 717 Forbes St., Pittsburgh 19, Pa. 
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New food conveyor (14B-07) 
Manufacturer's description: A quick 


change of tray slide racks converts 
this new food conveyor from 18 
to 20 or 22 to 24 capacity. No cold 


plates are used. An instantaneous 
blower-cooling system delivers 
cold faster than a household refrig- 
erator. The cold compartment is 
fully insulated and has a stainless 
steel liner. Temperatures can be 
regulated down to approximately 
40° F. The heated compartment 
contains eight drawers which ac- 
commodate three 9-in. plates and 
three bouillon cups each. The 
heated compartment is fully in- 
sulated and thermostatically 
controlled to keep cooked foods 
hot. S. Blickman, Inc., Dept. H, 
Weehawken, N.J. 


New refrigerators (14B-08) 
Manufacturer's description: This new 
method in bulk unit loading, stor- 


pel 


ing and serving of. foods, centers 
around a mobile full length food 
file rack that can be placed in or 
taken out of the refrigerators with 
ease by a specially designed cart. 
Refrigerator doors are full length 
to house this unit, thus eliminating 
loss of space due to cross mullions, 
back wall or ceiling type refriger- 
ation coils. This unit is specifically 
built for maximum food loads. The 
unit will hold any combination of 


cafeteria trays, bakers’ trays, steam 
table pans, storage pans—full or 
fractional—and portion control 
packages. Victory Metal Manufac- 
turing Corp., Dept. H, Plymouth 
Meeting, Pa. 


Mobile emergency unit (14B-09) 
Manufacturer’s description: The unit, 


which may be transported where 
needed by fork truck pickup, or 
easily pushed on its own rubber- 
tired wheels to a disaster area by 
two men, is 8 ft. long, 7 ft. high 
and 4 ft. wide. Compartments oc- 
cupying one side and both ends 
of the unit hold such vital emer- 
gency needs as six firemen’s rub- 
ber coats; two aluminized suits 
and one asbestos blanket; two each 
of different types of fire extin- 


fire hose, 
folding ladder, tools, big beam hand 
lights, and many other items neces- 
sary for disaster or civil defense 


guishers; gas masks, 


emergencies. The Parish Pressed 
Steel Division, Dana Corporation, 
Dept. H, Reading, Pa. 


‘Insulated skylight (14B-10) 


Manufacturers’ description: New type 
twin-domed_ all-plastic skylight 
keeps heat in, cold out, because of 
its unique “‘thermal’’ construction. 
Dead air space between sealed in-. 
ner and outer domes acts as an 
efficient insulator, significantly re- 
ducing the heating and air condi- 
tioning losses caused by conven- 
tional skylights. The skylight is 
formed completely of reinforced 
structural plastic, making it ex- 


up 
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This loading car has just begun its long life — 
assured by its Monel* nickel-copper alloy con- 
struction. High-strength Monel alloy resists cor- 


Good Samaritan Hospital anticipates... 


Many years of trouble-free service from 


Good Samaritan’s expansion pro- 
gram marks the beginning of a new 
era of service to the people of 
Phoenix, Arizona. 


An additional floor . . . modern 
new equipment... an efficient new 
Central Supply. All were designed 
to provide the best in patient care 
for years to come. 


Since maximum service life was 
a major equipment requirement, 
Good Samaritan planners specified 
Wilmot Castle bulk sterilizers made 


of Nickel-Clad Steel for Central 
Supply. 


Nickel-Clad Steel construction 
lengthens sterilizer life 


In these Wilmot Castle units, the 
inner surface of the chamber wall 
and door is a sheet of pure nickel, 
inseparably bonded to a steel shell. 
The nickel makes light of high tem- 
peratures, gives long-term resistance 
to steam, organic debris and other 
hospital corrosives. The steel backs 
up the nickel cladding with high 


rosion by steam, organic debris, cleaning solu- — 
tions for smooth, low-maintenance service. See : 
text for description of the Nickel-Clad sterilizer. 


Wilmot Castle sterilizers 


strength at minimum cost. 
In this construction, too, all seams 


are welded ... with pure nickel in-— 


side, with pressure-type welds out- 
side. No rivets to work loose. No 
possibility of leakage. 


Need help in planning? 


Take advantage of Wilmot Castle’s 
Hospital Planning Service. Write: 
Wilmot Castle, Inc., Rochester, N. Y. 


*Registered trademark 


The International Nickel Company, Inc. 
67 Wall ~ New York 5, N.Y. 


Nickel Alloys 


mate 


Nickel- Clad and Monel sterilizers tons — 
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tremely light in weight and easy 
to install, yet giving it great 
strength. Resolite Corporation, 
Dept. H, Zelienople, Pa. 


Glass shielding brick (14B-11) 
Manufacturer's description: This new type 


of glass shielding brick is as dense 


. as iron and two-thirds as dense as 


lead. Used as an insert in a metal- 
lic or concrete wall, the lead glass 
brick enables the worker to ob- 
serve the action, perform remote 
manipulations, and even read in- 
struments behind the wall shield. 


Three sizes of brick are cast, in- 


cluding a large 8 by 8 by 4 in. 


square block for maximum viewing 
angle. The bricks are composed of 
a special lead glass mixture, and 


‘are mounted in a steel frame 


for protection and handling. The 
Atomic Center, Inc., Dept. H, 489 
Fifth Ave., New York 17, N.Y. 


Storage cabinet (14B-12) 
Manufacturer's description: The cabinet 


features smoothly rounded corners, 
which give it a modern, stream- 
lined appearance. No fastening de- 
vice or tools are necessary to 


4 
| 
Ps 
% 


move the adjustable shelves. Rigid, 
reinforced doors have a 3-point 
locking system. Cabinets are made 
of heavy gauge steel and are avail- 


able in standard sizes up to 36 in. | 


wide, 24 in. deep and 78 in. high. 
Aurora Steel Products Co., Dept. 
H, 262 Third St., Aurora, Ill. 


New hospital glove pack (14B-13) 
Manufacturer's description: This new 


pack was designed to save one- 
half the shelf space needed to store 
gloves and eliminate the time and 
bother of getting rid of small car- 
tons and tissue packing. It also 
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cuts weight by 25 per cent. The 
pack consists of 24 transparent 
bags, each containing one dozen 
pairs of gloves of a size. The pack 
is only 7% in. high, compact 
enough to fit easily. on hospital 


supply shelves. The Massillon Rub- 
ber Co., Dept. H, Massillon, Ohio. 


Papaya products (14B-14) 
Manufacturer's description: Papaya juice, 


costing less than a cent per ounce, 
is said to have health qualities not 
found in conventional juices and 
is offered as a definite aid to diges- 
tion and normal regularity. Ac- 
cording to the packer, no juice 
contains more vitamin C or more 
natural vitamins and minerals. 
The juice is recommended for those 
allergic to conventional juices. A 
companion product, instant meat 
tenderizer, comes in liquid form 
and contains no salt, sugar, or 
fillers. Three Vee Company, Dept. 
H, 165 Water St., New York 38, N.Y. 


(SEE COUPON, PAGE 70) 


Hospital drug reference (14BL-1)— 
Improved and completely revised, 


the new 1957 hospital drug refer- 


ence is being distributed. The ref- 
erence is a complete drug buying 
guide, created especially for hos- 
pital pharmacies. A new section 


with convenient weights and meas- 


ure charts has been added. McKes- 
son & Robbins, Dept. H, 155 E. 
44th St., New York 17, N.Y. 


Aluminum foil booklet (14BL-2)— 
Helpful hints on how institutional 
chefs can save both money and 
time through using foil are con- 
tained in this new booklet. All 
recipes are given on _ perforated 
card stock which may be detached 
for filing. Kaiser Test Kitchens, 
Institutional Service Dept., Dept. 
H, 1924 Broadway, Oakland 12, 
Calif. 


Unit fire detectors (14BL-3)—This 
four-page illustrated brochure de- 
scribes the hermetically-sealed unit 
fire detectors which operate on a 
unique rate-compensation princi- 
ple. Ask for brochure MC-107B. 
Fenwal Incorporated, Dept. H, 
Ashland, Mass. 


Profit calculator (14BL-4)—A han- 
dy profit calculator, especially use- 
ful for hospital gift shops, in an 
easy-to-use format. Better Gift 
Service, Inc., Dept. H, 2638 Penn 
Ave., Pittsburgh 22, Pa. 


Mattresses (14BL-5)—Catalogue 


sheet and price lists on this line 
of mattresses that are waterproof 
and flame resistant. The Balyeat 
Co., Dept..H, 481 N. Main St., 
Mansfield, Ohio. 


Pressure-sensitive labels (14BL-6)— 
Catalogue sheets and folder de- 
scribing a line of pressure-sensi- 
tive labels that stick firmly with- 
out moistening. Label dispensers, 
either manually operated or elec- 
trically operated, are.shown. Av- 
ery Adhesive Label Corp., Dept. H, 
1616 S. California Ave., Monrovia, 
Calif. 


Pot and utensil washers (14BL-7)— 
Catalogue sheets describing a full 
line of pot and utensil washers. 
Dimensions, specifications, and in- 
stallation diagrams are given. Also 
included is a description of this 
company’s animal cage washers. 
Metalwash Machinery Corp., Dept. 
H, 901 North Ave., Elizabeth 4, NJ. 


Explosion hazards (14BL-8)—An 
eight-page, illustrated folder con- 


- taining a check list of 13 questions 


that aid in determining whether 
uncontrolled flammable gases, va- 
pors, dusts, liquids and other com- 
bustible materials are making an 
institution unsafe. Part of the 
folder is sealed until all the ques- 
tions have been answered. Hazard 


; Finder, Dept. H, Crouse Hinds Co., 


Wolf & Seventh North Sts., Syra- 
cuse, N.Y. 
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«+» yet when your hospital specifies 
Puritan medical gases and gas 
therapy equipment, you are getting 
much more than just what your 
order calls for. You get two Puritan 
guarantees. The warranty on the 
product or equipment, and the un- 
written guarantee that Puritan’s 
sales and dealer personnel will pro- 
vide you with any assistance you 
may need . . . at any time you may 


need it. 


—uritan 


KANSAS CITY 8. MO. 


PRODUCERS OF MEDICAL GASES 
AND GAS THERAPY EQUIPMENT 
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administrative personnel 


from (1) a hospital that manages its 


and (2) a hospital that 
an outside 


hospital's own dietitian 


ie PRESENTING the arguments for 
a hospital managing its own 
dietary department, I do not.wish 
to speak against food service man- 
agement companies. I would like 
to stress one theme—to investigate 
the problems in a dietary depart- 
ment prior to calling in an out- 
sidetagency to solve them. 

I don’t think there is any ques- 
tion that the food service manage- 
ment companies have filled a defi- 
nite need and have done a very 
commendable job in solving some 
very acute problems in many hos- 
pitals. However, I do doubt that 
the problems in the dietary de- 
partment are any more serious or 
any more acute than in any 
other department. Inefficiency, high 
cost, untrained personnel, high 
turnover and below standard qual- 
ity are problems not limited to the 
dietary department. 

The only difference is in the 
dietary department they show up 
more glaringly. Every employee 
and every patient is an authority 
on food. If we discuss outside food 
management companies, we should 
discuss whether a hospital should 
employ a business management 
firm, a team of radiologists, a 
pathology laboratory; whether we 
should caJl in a production team 
for nursing and central supply, or 
take out maintenance contracts on 
more of our equipment to solve 
some difficult problems in these 
~ David D. Kramer, B.A., M.H.A., M.B.A., 
is assistant administrator of the Elkart 
(Ind.) General Hospital. This article is 
adapted from the author’s address at the 


Tri-State Hospital Assembly in Chicago, 
April 1957. 
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by DAVID D. KRAMER 


Administrators who are facing prob- 
lems in the dietary department should 
take a eritical look at the food service 
operation for its good points and its 
deficiencies. The author believes that 
if administrators and directors of food 
service follow this course of action 


and follow through on their recom- . 


mendations, they will be able to en- 
sure economical and efficient dietary 
operations in their hospitals, without 
the assistance of an outside food serv- 
ice management company. 


departments. 

From an administrator’s view- 
point, in attempting to provide 
the best hospital service available 
in the community, I do not think 
leasing out concessions in a hos- 
pital is the best policy. Can an 
administrator do as good a job 
in making decisions affecting the 
operation of the hospital as a unit, 
when four, five or six departments 
are leased to profit-making organi- 
zations? When making recommen- 
dations to a governing board re- 
garding policy, can he speak with 
authority regarding the depart- 
ments under his supervision, or 
does he simply represent the lead- 
ers of these concessions? 


THE BASIC PROBLEM 


Basically the question of the 
hospitals’ own dietitian or the food 
service management company is 
one of inside management versus 
outside management. Any prob- 
lems that come up in a dietary 
department can usually be traced 


to a basic flaw; and 9 times out 
of 10, the administration has not 
taken time to look into the dietary 
department and find out just what 
this flaw is, or having found it, 
to work out a corrective remedy. 

How many administrators have 
actually studied the flow of food 
from the time it is purchased and 
received at the receiving dock to 
the time it is finally consumed by 
the patient? Very few, I am afraid. 
But these same administrators will 
be able to report the number of 
nursing hours per patient day; the 
nursing costs per patient day; the 
organization and division of pa- 
tients on a given nursing unit; 
whether the hospital employs team 
or individual nursing care; the du- 
ties of a charge nurse as compared 
to a head nurse; and whether or 
not it is financially economical to 
employ a ward clerk on the nurs- 
ing unit. 

In many hospitals the problem 
of dietary department management 
is not a lack of administrative 
know-how, but a lack of admin- 
istrative interest. 


WHY HOSPITALS TURN 


I think hospitals too often turn - 
to these companies because the ad- 
ministrator is being pressured for 
the service of poor food, or the lack 
of appetizing food in the cafeteria 
and on the patients’ trays. There 
may also be lack of proper diet 
management; doctors may be car- 
rying their patients’ complaints to 

(Continued on page 78 ) 
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examine the benefits 


own dietary department 


leases out its food service operation to 


food service management company 


outside food service management company 


N ITS EARLY days Chicago’s 

Woodlawn Hospital had the 
reputation for serving excellent 
food to its patients. In addition, 
the medical staff used a great num- 
ber of therapeutic diets. 
As occupancy increased with the 
passing of the depression and as 
the war came on taking so many 
well trained employees into de- 
fense work, there came a gradual 
surrender to complexity, over- 
loads, and untrained and unskilled 
workers. More dietary employees 
were needed, but were not avail- 
able. Part-time helpers were used 
to fill the gap. Work schedules 
were based on the help which 
could be recruited—not on ideal 
job analyses, 

The end of the war did not 
bring an end to the hospital’s em- 
ployment problem, certainly not 
that of the dietary department. 


The hospital still had to face in- 


creasing labor costs.and a decreas- 
ing supply of workers. 


DIETARY PROBLEMS 


The advancement of science and 
research further - increased the 
complexity of the dietitian’s re- 
sponsibility. She was bogged down 
in a hopeless effort to perform the 
functions of a therapeutic dietitian, 
to plan attractive meals, to be a 
consultant in the total care of the 


patient, to purchase, to hire and 


Bertha R. Judson is administrator of 
Woodlawn Hospital, Chicago. This article 
is adapted from the author’s address at 
the Tri-State Hospital Asembly in Chica- 
go, April 1957. 
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by BERTHA R. JUDSON 


As industry calls upon § manage- 
ment engineers for assistance, Chi- 
cago’s Woodlawn Hospital called in an 
outside food service management com- 
pany to overhaul and direct its food 


service operation. The author describes 


the reasons for, and the results of this 
change-over in the management of the 
dietary department. 


train, and to oversee food produc- 
tion and service. When failing 
health finally forced a change in 
the leadership of the department, it 
was evident that this position was 


‘no job for a_ novice. 


Studious appraisal was focused 
on the operation of the dietary de- 
partment. Since 20.7 per cent of 
the total budget was spent in this 
unit, it was obvious that an effi- 
cient food service must be run as a 


. business operation if it was to con- 


serve the patient’s dollar and pro- 
vide him with the best possible 
food. It was also necessary that 
service be maintained at a high 
level to retain the institution’s 
standing in the community. 


REASONS FOR CHANGEOVER 


-It was evident that a complete 
reorganization was’ necessary. It 
appeared to be easier to accomplish 
the transition through an outside 
agency with no prior connections 
with the hospital than by hospital 
personnel whose relationships with 
other personnel on the staff would 
preclude the maintenance of an 
objective point of view. 

As industry calls upon manage- 


ment engineers for. assistance, 
Woodlawn Hospital called in a 
food service management company 
to provide a hard-headed business 
approach for overhauling the hos- 
pital’s food service operation. The 
hospital felt that the company’s 
constant supervision of the man- 
agement and business aspects of the 
dietary operation would leave the 
therapeutic dietitian free to pro- 
vide the skills and knowledge 
necessary to good patient care, 
which only a professionally quali- 
fied dietitian can supply. The hos- 
pital’s objectives were a return to 
high quality food at the lowest 
practical cost; supervision; effi- 
ciency; sanitation; safety; and an 
employee program that would in- 
sure continuity of service. 


RESULTS OF CHANGE-OVER 


After the hospital turned over 
its important responsibility of food 
service to patients to a food service 
management company, it focused 
its attention even more critically 
on the dietary operation. We found: 

1. Introduction of selective, cycle 
menus. As a step in improving the 
food service, selective menus were 
introduced. A selective menu was 
provided for the general diets and 
for most of the modified diets. In 
most instances, this innovation 
was enthusiastically received by 
patient and doctor. A few patients 
doubted their ability to select 
foods which would do the most to 
hasten their recovery. 

The introduction of cycle menus 
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has simplified purchasing and 
placed it on a long-range basis. 
Food production procedures and 
purchasing requirements may be 
standardized and inventories more 
easily controlled. 

2. More adequate instruction to pa- 
tients. The dietitian had more time 
to spend with patients to give them 
an understanding of their dietary 
problems. She visits the patients 
studying their likes and dislikes 
and their emotional background, 
so that she may be guided in plan- 
ning individual diets. The patient 
is helped to understand his dietary 
needs and to accept the foods pre- 
scribed for him. 

3. Better food for patients. Improve- 
ment in the quality of food served 
has been achieved by better con- 
trol of raw foodstuffs, workers, 
equipment and food production 
procedures. Strict purchase speci- 
fications and product testing assure 
a high standard for foods served. 

4. Better trained dietary employees. 
Dietary employees are carefully 
selected and trained in effectively 
planned training programs. Since 


the food service management com- 


pany has many contracts, em- 
ployees may be drawn from, or 
fitted into, the type of operation 
for which they are best suited. The 
individual contracting hospital 
benefits from the services of a 
supervisory staff which it could not 
otherwise afford. 

5. Structural defects minimized. 
Equipment and structural layout 
of the dietary department posed 
problems which were barriers to 
efficient service. Professional com- 
petence and management skill of 
the company’s personnel made ad- 
justments to ameliorate the diffi- 
culties which could not be over- 
come. 

6. Better employees at little additional 
expense. Cost control operates in 
the fields of labor and raw food 
costs. Examination of operating 
methods and the application of 
professional management methods 
to employee utilization have done 
much to provide Woodlawn Hos- 
pital with better dietary employ- 
ees at little additional expense. 
Evaluation of required labor time 
determined the necessary man- 
hours. Careful job analyses, de- 
tailed job descriptions and work 
schedules have made it possible 
for us to reduce the number of 
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workers and to practically elim- 
inate split shifts without appreci- 
able increase in salaries. 

7. No increase in raw food costs. 
Mass quantity buying for all units 
under contract with the food serv- 
ice management company has 
made it possible for us to purchase 
quality food at a price equal to, 
or lower than, we previously paid. 
Rigid purchase specifications and 
bids from various purveyors for 
the best available quality and 
price furnish savings in raw food 
costs. 

8. More use of pre-prepared items. 
The utilization of ready-to-use 
items further reduces labor and 
the demands upon our equipment 


and floor space. . 


9. Better portion control. Portion 
control has further reduced our 
total food costs by reducing waste 
and leftovers. Spoilage and early 
run-outs are avoided by knowing 
how much to order and prepare. 

10. Increase in total food cost. Ac- 
tually total food cost is higher 
under the new management. No 
criticism is to be-nferred from this 
statement. The service was tailored 
to upgrade the quality of food and 
service, not to reduce expense. The 
improvement is well worth the few 
additional cents per meal. The 
average total food cost per meal 
is now 44.3 cents. 

Two excellent dietitians have 
been supplied. A chef-manager 
and assistant complete the man- 
agement team. The chief dietitian 
receives 15 per cent more than 
the hospital’s former head dieti- 
tian; the assistant, 10.5 per cent 
more. They have brought added 
skill and ability commensurate 
with higher salary. No comparable 
position existed to provide a com- 
parison of salaries for the chefs. 
Their contribution to the quality 
of the food service is worth what 
they are paid. 

The dietary department still 
functions as an integral part of 
the hospital. Statistical data and 
costs prepared by the catering 
service are integrated into the 
cost accounting system of the hos- 
pital. | 

Close working relationships 
with other departments are main- 
tained. Departmental meetings are 
held to discuss problems of food 
service. The dietary department 
tries to discover anything which 


is wrong and to correct it with the 
cooperation of the department in- 
volved. A mutual respect and con- 
fidence have been established. 


WORKING WITH THE DOCTORS 


The dietitian works closely with 
physician and patient. She is 
available for consultation with the ~ 
doctors. 

A problem of terminology has 
arisen among members of the 
medical staff in designating modi- 
fied diets. In order to eliminate 
this confusion, the dietitian has 
prepared a diet manual in close 
cooperation with the dietary com- 
mittee of the medical ‘staff. The 


doctor, nurse and dietitian, despite 


varying backgrounds, now have a 
common understanding of the 
various diets and use the same 
terms to specify a particular modi- 
fication. 3 

In the future it is hoped that 
the efficiency and experience of 
the food service management com- 
pany will be applied to redesign- 
ing the food production area and 
to selecting new equipment. This 
will improve still further the pro- 
duction and service of food for 
the patient. 

Despite the efficiency achieved 
in this operation, it would be in- 
significant if it were not for the 
excellent dietitian placed in the 
hospital by the management com- 
pany and for the dietary super- 
visor of the contracting hospitals. . 
The best chef-manager would not 
make the operation a success with- 
out the other essential member of 
the team, the dietitian. . 


Hospital's own dietitian 
(Continued from page 76) 


the administrator; or the admin- 
istrator may be troubled with high 
turnover in the dietary depart- 
ment. | 

Into this picture of minor tur- 
moil, if he may call it that, steps 
the food service management com- 
pany. It guarantees (and will 
deliver) excellent food, service, 
controlled diets and lower costs. 
The picture looks too good to be 
true> The administrator welcomes 
the company and turns over to it 
what he considers. to be a very 
troublesome child. | 

But I do not know of any prob- 
lem in the dietary department that 
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the administrator, working with 
his administrative dietitian, can- 
not work out with good results. 


It will take some thinking, some 


planning and it will require some 
basic investigation into the prob- 
lems which do exist—but it can 
be done. 


OPERATING YOUR OWN DEPARTMENT 


I believe that there are seven 
distinct advantages offered to the 
hospital which operates its own 
dietary department. They are: 

1. Better management. No one will 
dispute the fact that the closer 
management is to the people who 
are doing the work, the better is 
the operation of the department. 
Going through a third party de- 
creases management’s. effective- 
ness. 

2. Additional funds for departmental 
improvements. The profit that would 
normally go to the food service 
management company could be ap- 
plied to improving the dietary de- 
partment. This is undoubtedly the 
strongest argument for the hospi- 
tal’s managing its own depart- 
ment. In all due respect to the 
caterers, they do not operate a 
hospital dietary department be- 
cause of their own philanthropic 
nature. 

3. Group purchasing for all supplies. 
A strong argument for the em- 
ployment of a food management 
company is the possibility for group 
purchasing of all dietary supplies. 
The companies have many ac- 
counts; they buy in large quanti- 
ties, and do their own warehous- 
ing. However, if it is group 
purchasing that the hospital wish- 
es, there are many organizations to 
which it may belong to obtain the 
price advantage. 

Many cities have hospital coun- 
cils which do group purchasing. 
A hospital may join a group pur- 


chasing plan which not only allows 


a price advantage, but also has its 
own testing laboratories, monthly 
reports, recommendations, etc. The 
hospital, moreover, would not be 
restricted to the benefits of a group 
plan for its dietary purchases only, 
but it could purchase all its hos- 
pital supplies through this organ- 
ization. 

4. Stronger employee loyalty. Peo- 
ple’s desire to work in a hospital 
and to have the feeling that they 
are accomplishing something for 
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their fellow man is still very po- 
tent. Belonging to a hospital. team 
is very important to them. 

5. Good control of costs. I think 
the administrator who uses good 
cost control practices and works 
with his administrative dietitian 
and his own business manager can 
arrive at good cost control. The 
administrator has at his disposal 


various hospital periodicals and 


reports which will give recom- 
mended food and salary costs, in 
total and based on patient days. 

6. Control of personnel. The hos- 


pital still has at its command a_ 


personnel department either a 
separate department or carried in 
conjunction with another one. This 
department has a sizable labor 
group to assist departments where 
the personnel manager feels they 
will best be suited. 

7. Decisions made on location. To 
me this is one of the strongest 
arguments in favor of a hospital 
managing its own dietary depart- 
ment. Any decision affecting the 
operation of the dietary depart- 
ment cannot be made from an 
office 150 to 200 miles distant. The 
administrator, working with his 
administrative dietitian and know- 
ing the informal as well as the 
formal organization of the depart- 
ment, how the personalities dove- 
tail with each other and how the 
decision will affect the operation 
and the attitudes of the other de- 
partments, can arrive at a decision 
or a change of policy which will 
have merit. This is not possible 
with a remote third party. 

What is the solution for a hos- 
pital with management problems 
in the dietary department? Is the 
catering service the answer? Pos- 
sibly it is, but I would suggest 
five basic steps to follow before 
any such action is taken: 

1. Administrators and dietitians 
should examine their dietary de- 
partments for all the good things 
they have, things which are right 
and basic for the efficient opera- 
tion of the department. They 
should examine the amount of 
space allocated, the work flow, the 
equipment, and the number and 
quality of personnel. Often trained 
personnel are used in performing 
work below their training. 

2. Administrators and dietitians 
should examine the dietary depart- 
ment for all the things which do 


not meet the desired standard. The 
administrator should check the 
head of the dietary department 
to see if good management is be- 
ing accomplished. The cafeteria 
food and general and therapeutic 
diets should be examined. Is the 
number and quality of dietary per- 
sonnel sufficient? Does the dieti- 
tian have adequate equipment to 
do the job? Who is doing the pur- 
chasing and how good a job is 
being done? Is as much time be- 
ing spent on the purchase of di- 
etary supplies as other depart- 
mental supplies? : 

What about the employee train- 
ing program? Are personnel con- 
stantly being trained to take bet- 
ter positions in the department and 
to relieve in.an emergency? 

3. Are you meeting problems in 
many areas? If so, try to find a 
common denominator. Is it basical- 
ly one of poor organization, poor 
management, or poor design? Pos- 
sibly it is wages—maybe every- 
thing in the department is fine, 
except the caliber of people you 
expect to operate it and the wages 
paid do not draw this caliber. 

4. List your remedies and then 
narrow them to three. Correct the 
problem which you believe is the 
basis for the other problems. And, 
of course, the success of this step 
is completely dependent on the 
thoroughness of the first three. 

5. The last and most important— 
follow up. Keep an eye on the 
dietary department and do not let 
these problems return. 


CONCLUSION 


The food service management 
company offers something which, 
I think, hospital administrators 
wish they had in every depart- 
ment. It can be summed up in 
two words—good management. In 
the dietary department, it assumes 
the image of a good director of 
food service. This situation fills 
the void created by administra- 
tion hiring a dietitian without 
any consideration of her man- 
agerial ability, just so she is a. 
member of the American Dietetic 
Association. If this sounds critical, 
let me hasten to say this is not an 
error limited to the dietary de- 
partment. We all have seen labor- 
atories and departments of x-ray, 
nursing and physical therapy di- 
rected by persons who have as 
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their only qualification ‘registra 
tion”’. 
The food service management 
companies have entered hospitals 
with three promises: better man- 
agement, improved purchasing and 
better cost control of the dietary 
department. These are important 
services, but the administrator and 
the hospital’s own dietitian have 
the same services at their own 
command, if they will but use 
them. 


Notes and Comment 


Artificial sweeteners safe 
for special dietary purposes 
The increased emphasis on the 

dangers of obesity and the use of 


weight control programs have led 
to the widespread use of noncaloric 
artificial sweeteners in foods and 
beverages to replace the sugars or- 
dinarily used. This increased usage 
of saccharin and cyclamates has 
raised the question of the potential 
hazard to the consumer of un- 
restricted quantities of artificial 
sweeteners. 

To review the pertinent infor- 
mation available on the toxicity of 
these substances, the Food Protec- 
tion Committee of the National Re- 
search Council’s Food and Nutrition 
Board recently prepared a report 
entitled, The Safety of Artificial 
Sweeteners for Use in Foods. 


The report notes that it is safe to | 


use nonnutritive sweeteners, such 
as saccharin and cyclamate, for 


special dietary purposes. Moreover, 
the maximal amount of saccharin 
likely to be consumed is not haz- 
ardous. Although the. maximum 
probable tolerance level for sac- 
charin in the human diet has not 
been determined, evidence indi- 
cates that it is at least as great as 
1.0 gram per day. At the same time, 
the average per capita daily sugar 
consumption in the United States 
is equivalent in sweetening power 
to only approximately 0.3 gram of 
saccharin. 

Unrestricted use of cyclamates 
in foods and beverages may result 


in the formation of soft stools, but - 


probably without interference with 
other functions of the intestine and 
without hazard to health, the re- 
port concludes. aa 


Fall Cycle Menu 
for the South-Southwest 


HE 21-pay selective fall cycle 

menu and market orders for 
perishables on page 82-86 are de- 
signed for. hospitals in the South- 
Southwest. These menus, which 
are to be used during September, 
October and November, feature 
foods popular in the southern and 
southwestern sections of the 
United States. 

The menus in this issue are the 
second in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for 
Midwest hospitals were included in 
the July 1 HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCI- 
ATION. The fall menus for hospitals 
in the East and North-Northwest 
—will be published in the August 1 
and 16 issues, respectively. 

In planning the menus, careful 
_ consideration has been given. to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
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is designed for use on modified 


diets, these menus can be-used for 


both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the full 
or normal diets, while those 


During July hospitals are to use the 
summer cycle menus, published in the 
April and May issues of this Journal. 
The Midwest and _ South-Southwest 
cycle menus were included in the 
April 1 and 16 issues, respectively. The 
May 1 and 16 issues featured summer 
menus for the East and North-North- 
west, respectively. 


labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 

- The market order for perish- 
ables, which accompanies each 


week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. | 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle: The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request from 
the Association, 18 E. Division St., 
Chicago 10, III. 


Ist WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU—prepared by Ruth L. Titus, consultant dietitian, 
MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER San Juan Hospital, Inc., Farmington, N. Mex. 


' 
_ breakfast noon | night 
' 
; Pineapple Juice Cream of Mushroom Soup | Chilled Fruit Cup ‘ 
| | = or pee since a. tom: el with Cream Gravy (F) or Macaroni and Cheese (S) | Turkey Souffle (FS! or Spiced Luncheon Meat, Deviled Eggs, Sweet Pickle : 
Ready-to-eat Ma ashed Potato Potato Salad 
7 = Flake Cereal Frozen Mixed Vegetables (F) or Buttered Asparagus Tips (S) _ Escalloped Tomatoes and Celery (F) or Whipped Banana Squash (S) : 
= or Oatmeal Sliced Tomatoes with French Dressing | Chef Salad Bowl or Cottage Cheese Salad : 
: Bacon or Molded Pear Half—Cream Cheese Dressing _ Chocolate Brownie (F) or Lemon Sherbet (S) ; 
. Cinnamon Toast Prune Cake or Sliced Elberta Peaches in Syrup (FS) | - 
' 
Orange Juice Apricot Nectar Chicken Noodle Soup 
> or Sliced Banana Ham Croquettes with Egg Sauce (F) Pot Roast of Beef with Brown Gravy (F) or Cheese Omelet (5) ; 
Malt Meal Cereal or Braised Liver with Bacon Curls (5) Oven-Browned Potato (FS) 
"“ or Cornflakes Baked Potato Buttered Beets or Buttered-Zucchini Squash (FS! : 
4 Poached Egg on Toast Corn Pudding (F) or Buttered Carrots (S) Avocado-Orange Sections with Celery Seed Dressing : 
= Lettuce Wedge with French Dressing or Spiced Peach on Lettuce or Green Salad with Tangy French Dressing : 
Raspberry Bavarian Cream (F) or Fresh Grapes Sour Cream Raisin Pie (F) or Canned Bing Cherries (S) : 
' 
> Stewed Apricots Sweet Cider _ Vegetable Soup 
o or Orange Juice Barbecued Beef on Bun (F) _ Roast Tom Turkey—Gravy (FS) or Creamed Chipped Beef on Toast : 
Ss Cornmeal Mush with or Baked Salmon Steak with Lemon Wedge (S) Dressing (F) or Parsley Buttered Potato (S) ' 
4 Brown Sugar or Escalloped Potatoes _ Brussels Sprouts or Buttered Green Beans (FS) ' 
a = | Puffed Rice Cereal Buttered Peas (FS) @r Steamed Spinach _ Cinnamon Apple Stuffed with Pecans and Celery 
os Scrambled Eggs with Coleslaw or Molded Fruit Salad | or Cranberry Jelly on Lettuce : 
Bacon Bits Cherry Cobbler (F) or Meringue Pears (S) | | Boston Cream Pie (FS) or Green Gage Plums 
Grapefruit Half Split Pea Soup Limeade | 7 : 
a or Orange Juice Chicken Salad—Pickle Fans, Radish Roses, Stuffed Celery Baked Ham—Currant Mustard Sauce or Cheese Fondue ‘ 
. o Rolled Wheat Cereal or or Roast Leg of Veal—Gravy (FS) Mashed Sweet Potato : 
7 Ss Puffed Wheat Cereal | Potato Chips or Duchess Potato (FS) Buttered Beets (S) or Succotash (F) : 
; = Eggs Baked in Toast Asparagus Casserole (FS) or Buttered Cabbage Melon Ring Salad (F) or Minted Pear Salad (S) : 
: = Cups Tomato, Green Pepper Ring “sy Cucumber Salad with Chiffonade Dressing Butterscotch Sundae (FS) or Red Raspberries 
or Spiced Grape Salad Mold (5) 
7 Lemon Cake Pudding (FS) or Pineapple Chunks 
Baked Apple Clam Chowder Cranberry Pineapple Juice > 
; or Orange Juice Tuna Chow Mein on Chow Mein Noodles (F) Salmon Loaf (FS) or Broiled Lamb Chops—Mint Jelly = 
: = Rice Farina or or Baked Fillet of Sole—tLemon Sauce (S) Potatoes Au Gratin wn 
7 Ss Shredded Wheat Twice-Baked Potato (FS) Buttered Spinach (F) or Julienne Carrots (s) x 
a a Cereal Vegetable Medley (F) or Buttered Yellow Squash (S) Perfection Salad or Apricot Stuffed with Cream Cheese on Endive sé 
a Soft Cooked Egg Orange, Endive, Onion Salad—French Dressing or Bing Cherry Mold Date Pudding with Whipped Cream or Lemon Fluff (5) : gs 
7 Cinnamon Roll Jelly Roll (FS) or Blue Plums ao) 
< 
Orange Juice Cream of Potato Soup _ Red Cherry Juice ou 
= or Tomato Juice Lamb Stew (F) or Baked Veal Cutlet in Mushroom Sauce (5) j Breaded Pork Chops—Cream Gravy (F) or Creamed Chicken on Toast (5) r3 
3 Whole Wheat Cereal Parslied Buttered Potato Mashed Potatoes : ; 
> or Bran Flake Cereal; Buttered Wax Beans (FS) or Stewed Tomatoes Baked Acorn Squash (FS) or Buttered Whole Beets ‘ 2 
= Bacon Green Salad Bowlt—Tangy French Dressing Waldorf Salad or Grapefruit-Orange Sections—Fruit Dressing , v 
4 “ Blueberry Muffins or Peach Half—Cottage Cheese Center (S) Eggnog Pie or Sliced Banana ~ 
Oatmeal Fruit Bars (F) or Royal Anne Cherries in Syrup (5) , < 
7 Orange Juice Pineapple Juice Cream of Split Pea Soup e 
7 or Grapefruit Half Fried Chicken—Gravy (F) or Roast Sirloin of Beef Au Jus (S) Italian Spaghetti—Parmesan Cheese (F) or Meat Loaf (5) 
Ss Oatmeal with Raisins Baked Sweet Potato and Cloverleaf Roll Buttered Rice (S) amd Hard Rolls (F) 
_ . or Ready-to-Eat Minted Frozen Peas (FS) or Cauliflower Au Gratin Green Salad Bowl or Pear and Cream Cheese Salad ! 
_ = Malt Flake Cereal Zest Salad @r Molded Spiced Apricot on Endive Fruit and Marshmallow Creme (FS) or Fresh Grapes 
p 
French Toast—Maple Chocolate Eclair (FS) or Orange Sherbet 
Syrup—tink Sausage 
mall 
; : (F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal, may 
' 
| oe item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
| BEEF POULTRY Pars! Bunch : 
arsley unc 1 doz. 
; 3 Butt, Bottom (B.R.1.) U.S. Good 65 Ibs. 195 | Fowl (Eviscerated) Grade A, 5 Ib. av. 5 Ibs. Peppers, Green Medium-size 2 doz. ‘ 
| | Butt, Sirloin (B.R.1.) U.S. Choice 10 Ibs. 30 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 80 Ibs. Potatoes, Sweet Hamper 100 Ibs. : 
| Chipped Beef, Dried U. S. Good 2 Ibs. 20 | Fryers (Eviscerated) Grade A, 2’ Ib. av. 60 tbs. 100 | Potatoes, White Bag No. | 300 Ibs. : 
S | Ground Beef U.S. Good, 5 Ib. pkg. 25 tbs. 100 FRESH FRUITS Radishes Bunch 2 doz. : 
— | Liver Steer, sliced 5 ibs. 25 | Apples Jonathan, 113s box Squash, Acorn 30 Ibs. 90] 
| Steaks, Cubed Choice, 4 oz. ea. 25 Ibs. 100 Squash, Summer 20 Ibs. 100 
3 werd Cantaloupe Crate, 45s crate 
| Chops, Loin U.S. Choice, 6 oz. ea. 30 Ibs. 80 | on | Repacked (5x 6) Ibs. 
Stew U. S. Good 20 Ibs. 100 Grapes 98 Ibs. 
| Grapes Seedless, 28 Ib. box 28 Ibs. pitted 24 Ibs 
Lemons 2 doz. Orange Juice Con., 32 02. can 12 cans 384] 
oh 100 Oranges 176s 1 box FROZEN VEGETABLES 
= (Bone ess) ean Pears Box, 120s 1 box Asparagus Cuts, 2% Ib. pkg. Sibs. 901 
| Chops, Loin Grade A, 4 oz. each 25 lbs. 100 | Raspberries Pts. 4 pts. Asparagus Spears, 2/4 Ib. pkg. 2% Ibs. - 15 
 S | Hom, (Pullman) Ready-to-eat 30 Ibs. 90 | Watermelon 30-35 Ib. av. 30 Ibs. Beans, Green Cuts, 2% Ib. pkg. 15 ibs. 90] ' 
= Sausage Links 12-1 tb. 5 Ibs. 20 FRESH VEGETABLES Beans, Wax Cuts, 2% Ib. pkg. 15 Ibs. 90 ; 
E Spiced Luncheon Meat (Pullman) Canned 6 Ibs. Cabbage Bag 100 Ibs. Brussels Sprouts 21% Ib. pkg. ume scl 
VEAL Carrots Topped, ba 100 Ibs. Caulifl ) - 
pped, bag auliflower Buds, Ib. pkg. 2% tbs. 15] 
© | Cutlets U. S. Good, 4 oz. each Z ~ 20 | Celery Pascal, 30s 1 crate Peas 2% Ib. pkg. 30 Ibs. 180] * 
| Leg U. S. Good s. 90 | Chicory Bunch bunches Spinach Chopped, 21 Ib..pkg. 171% Ibs. 105] 
~ FISH Cucumbers 2 doz. Squash, Winter 1 Ib. pkg. 2Ibs. 10] + 
canes Salmon Red, steaks, 5 oz. ea. 10 Ibs. 30 | Onions, Dry Yellow, bag 50 Ibs. Succotash 2% Ib. pkg. 1Sibs. 901 + 
Sole Frozen, fillets 10 Ibs. 40 | Onions, Green Bunch 1 doz. Vegetables, Mixed 21 Ib. pkg. 15 tbs. 90 


HOSPITALS, J.A.H.A. 


v 
‘ 
4 


Resurrection Hospital, Chicago. Illinois 


The greatest food service 
in America 


Well known hospitals of every size proudly serve Sexton 
Quality Foods. Among dietitians, the name Sexton has 
become a synonym for the best there is. Sexton foods and 
good meals go together—and, because of this, Sexton sells 
and services directly more hospitals than any other whole- 
sale grocer in America. Sexton achieves this top position 
in its field by insuring unvarying high standards in food 
| quality—and by providing exceptional extent and variety. 
JOHN SEXTON & CO. With its own coast-to-coast network of warehouses and a 7. 
CHICAGO great white fleet of trucks, Sexton can deliver swiftly 


LONG ISLAND CITY e SAN FRANCISCO everywhere. Sexton service is designed to fit every 
PHILADELPHIA e BOSTON e PITTSBURGH need 
DALLAS e ATLANTA | 
DETROIT INDIANAPOLIS 


FOR HOSPITALS EVERYWHERE : 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU—prepared by Ruth L. Titus, consultant dietitian, 


MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER 


San Juan Hospital, Inc., Farmington, N. Mex. 


= 


ee en 


breakfast noon | night 
| 
Orange Juice Grape-Lemon Juice Consomme 
S or Stewed Apricots Ham ala King on Cornbread Squares (F) or Cheese Omelet (5) _ Spanish Pot Roast (F) or Broiled Veal Patties (S) 
a — | Rolled Wheat Cereal Creamed Potatoes (S) | Escalloped Noodles (FS) 
5 or Corn Flokes Buttered Spinach (F) or Buttered Carrots (S) _ Buttered Asparagus Tips (FS) or Whole Kernel Corn 
i Bacon Curls. Lettuce with Russian Dressing or Cabbage Pepper Slaw Golden Glow Salad or Calico Salad Bowl 
Bran Muffins Brownie Pudding with Cream or Applesauce—Sugar Cookies (5) Pineapple Sherbert (F) or Banana Pudding (S) 
Orange Juice or Blended Juice Beef-Noodle Soup 
> Tomato Juice Rich Brown Stew (F) or Broiled Lamb Chops—Mint Sauce (S) Grilled Minute Steaks (F) or Broiled Chicken (S) 
a Wheatmeal Cereal with | Baked Potato (S) Au Gratin Potatoes (FS) 
”“ Dates or Puffed Rice Buttered Peas (SF) or Julienne Beets Broccoli with Lemon Butter (F) or Wax Beans with Bacon Bits (S) 
4 Cereal Orange—Endive Salad—french Dressing (F) Melon Ball Salad—Fruit Dressing or Stuffed Celery 
= Shirred Eggs or Spiced Peach with Mayonnaise Pumpkin Chiffon Pie or Baked Apple (S) 
Cranberry Kuchen (F) or Baked Custard (5) | 
> Orange Juice or Tomato Bouillon Apricot Nectar 
3 Grapefruit Sections Meat Loaf—Brown Gravy (F) or Creamed Sweetbreads on Toast Points (S) | Roast Leg of Lamb—Gravy—Mint Jelly (F) or Egg Stuffed Baked Potato (S) 
~ | Hominy Grits Franconia Potatoes (FS) | Lyonnaise Potatoes (F) 
2 or Corn Cereal Brussels Sprouts or Buttered Zucchini Squash (FS) Glazed Whole Carrots (FS) or Creamed Onions 
> Scrambled Eggs with Garden Salad Mold or Black Cherry Salad with Mayonnaise Frozen Fruit Salad or Crisp Relish Plate 
> Crumbled Bacon Snow Pudding (S) or Blueberry Crumb Pudding with Lemon Sauce (F) Sponge Cake with Frozen Strawberries (F) or Green Gage Plums (5) 
Cinnamon Toast 
Orange Juice Pineapple Juice Cream of Chicken Soup 
aoe or Stewed Prunes Beef-Noodle Bake En Casserole (F) Pork Loin Roast—Cornbread Dressing—Gravy (F) 
= | Oatmeal or Broiled Tenderloin Steak (5) or Rice-Cheese Casserole (5) 
3 or Ready-to-Eat Baked Potato (S) : Savory Onions or Baked Acorn Squash (FS) 
ies Rice Cereal Steamed Cabbage Wedges (F) or French-Cut Green Beans (S) Tomato Aspic Salad Ring (S) or Grape-Waldorf Salad (F 
Zz Crusty Fried Mush— Mixed Greens with Garlic Dressing or Cranberry Mold | Angel Food Cake (FS) or Chocolate Parfait 
_ Maple Syrup Winter Ambrosia (F) | 
Bacon or Chilled Whole-Peeled Apricots—Chocolate Drop Cookies (S) 
Orange Juice Lemonade Tomato Madrilene 
or Sliced Banana Beef Cubes in Sour Cream with Fluffy Rice (F) Salmon Steaks—Lemon Wedge (FS) or Barbecued Chicken 
= Malt Meal Cereal with or Tuna-Neodle Casserole (S) Duchess Potatoes (FS) 
ba =] Raisins @r Corn Flakes | Broccoli Spears (F) or Carrot Rings in Butter (5) Creamed Green Peas (FS) or Parsley Buttered Cauliflower 
= ' Tiny Grilled Sausages Raw Spinach Salad or Banana-Peanut Butter Salad with Mayonnaise Lettuce Wedge with 1000 Island Dressing 
Hot Buttermilk Biscuits Peach Cobbler (F) or Dried Fruit Compote (S) or Orange-Grapefruit Salad—Celery Seed Dressing 
—Honey Devil's Food Cake—Fudge Icing (F) er Lemon Cream (S) 
Orange Juice Beef-Noodle Soup Red Cherry Juice 
= or Fruit Compote Hamburger on Bun with Dill Pickle, Mustard (F) or Jelly Omelet (5) Breaded Veal Cutlet-—Mushroom Sauce (F).or Braised Liver (5) 
cot Farina or Raisin- Parsley Buttered Potato (S) Stuffed Baked Potato (FS) 
s Bran Cereal Buttered Peas and Mushrooms (FS) or Hot German Potato Salad Broiled Tomato Half (F) or Creamed Green Beans (S) 
= Poached Eggs Guacamole Salad or Sliced Tomato on Lettuce Cabbage-Pepper Slaw (F) or Minted Pear on Lettuce (S) 
“ Orange-Nut Cupcakes (F) or Baked Apple (S) Gingerbread with Whipped Cream (F) 
or Fruit Gelatin—Almond-Flavored Custard Sauce (S) 
Orange Juice Vichysoisse . Limeade 
or Apricot Nectar Roast Tom Turkey—Gravy (FS) er Small Broiled Steaks Chili Porcupine Balls (F) er Tuna Scallop (S) 
> Yellow Cornmeal with Sweet Potato Scallop (FS) and Poppy Seed Rolls Baked Potato (FS) 
= Brown Sugar or Glazed Onions (F) er Buttered Spinach (S) Whole Kernel Corn (F) or Mashed Winter Squash (S) 
5 Puffed Rice Cereal Cranberry Salad Mold-Mayonnaise Chef Salad or Pear Half with Cream Cheese Dressing 
“ Eggs Baked in or Grapefruit-Orange Sections—Clear Fruit Dressing Raisin Pudding with Cream (F) or Apricot Whip (5) 
| Ramekins Washington Cream Pie (FS) er Raspberry Sherbert 
Canadian Bacon 


(F)—Full Diet (S)}—Soft Diet (FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Potatoes, White Bag No. | 300 Ibs. 
Ground Beef U.S. Good, 5 Ib. pkg. 65 tbs. 325 | Fryers (Eviscerated) Grade A,2\b.av. 10 tbs. 10 | Spinach 10 Ibs. 
g liver Steer, sliced Sibs. 25 | Turkeys (Eviscerated) Grade A, tg Ib. av. 60 Ibs. 100 Squash, Acorn 30 Ibs. 
. | Round (Bottom) U. S. Good 30 Ibs. 90 | Fryers (Eviscerated) Grade A, 2/4 Ib.av. 20 Ibs. 35 | squash, Zucchini 20 Ibs. 80 
@ | Steaks, Cubed U.S. Choice, 4 oz. ea. 25 Ibs. 100 FRESH FRUITS Tomatoes Repacked (5x6) 60 Ibs. 
Steaks, Sirloin Butt U.S. Choice, 5 oz.e0. 10 tbs. 30 113s FROZEN FRUITS 
Stew U. S. Good 40 lbs. 200 vocaco pe only 
& | Tenderloin Steaks U.S. Steer, 4 07. each 10 ths. 40 | Bananas Ripe 50 Ibs. ee 
Tenderloin Ti U. S. Good 20 Ibs. 100 | Cantaloupe Crate, 45s crate 
ps Orange Juice Con., 32 02. can 12 cans 384 
LAMB 78s | crete Peaches Sliced, 8 Ib. can 
Grapes Emperor 28 Ibs. 16 ths. 
Chops, Shoulder U.S. Good, 5 oz. each 10 30 | jemons de. 5-1 sugar 
S | Leg (BRT) U.S. Choice, yearling 30 tbs. 90 | Melon Honeydew Crate, 9s Strawberries 8 Ib. can, 
PORK Oranges 176s 1 crate 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. 144 FRESH VEGETABLES 
Hem, (Pullman) Ready-to-eat 90 Ibs. Cabbage Bag 100 Ibs. Asparagus Spears, 24 Ib. pkg. IS tes. 90 
| tein ‘Boneless) Grade A, 10-12 Ibs. 30 90 Carrots Topped, bag 100 Ibs. Beans, Green Julienne, 2'4 Ib. pkg. Ibs, 30 
Sausage Links 12-1 tb. 10 tbs. 40 Celery Pascal, 30s crate ‘Beans, Wax Cuts, Ib. pkg. 2% lbs. 15 
2 wees Endive Curly 6 heads Broccoli Stems and buds 
Lettuce Head, 48s 2 crates 2' Ib. pkg. 30 Ibs. 180 
3 Cutlets U.S. Good, 4 oz. each 20 tbs. 80 Onions, Dry Yellow, bag 100 Ibs. Brussel Sprouts 2% Ib. pkg. 2% lbs. 15 
Shoulder, Ground S. Good Sibs. 20) Onions, Green Bunch 2 doz. Cauliflower Buds, 2% Ib. pkg. 24 lbs. 15 
Sweetbreads Fresh 3ibs. 10) parsiey Bunch 1 doz. Peas 2% Ib. pkg. 30 Ibs. 180 
= FISH Pepper, Green Medium-size 1 doz. Spinach Chopped, 2% Ib. pkg.17% Ibs. 105 
Salmon Red, steaks, 5 0z.e0. 20 tbs. 60 | Potatoes, Sweet Hamper 50 Ibs. Squash, Winter 3 Ib. pkg. 3 ibs. 15 
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Have you tried these &§ 


; shortcuts to 
popular low-cost meals? 


Save money! No costly ingredients to prepare... designed for convenient, economical mass feeding. 
no waste ...no guesswork! Each Chef product is Save time! Ravioli, Sauces, all fine Chef products 
a complete formula, prepared by chefs for chefs in come ready to serve—make appealing meals in min- 
the institution, hotel and restaurant fields. All utes. Always popular . . . so serve them regularly! 


SPAGHETT! 


SAUCE 


MEAT 


MEATLESS 


SPAGHETT! 
SAUCE 


musHroom 


Yield per #10 can: 14 servings Yield per #10 can: 21 servings. Cost per serving: 6¢ 7 
Cost 10¢ to Chef. Sauce is a brown sauce base found only in the better sauces. 
Chef Ravioli is a complete main with tomato, beef (or mushrooms), — Perfect on spaghetti, rice, meats, . 
dish: tender macaroni aan filled and special Italian seasonings... vegetables—-or as the base for 7 
with pure beef; cooked in a rich has the desired clinging quality chefs’ own formulas. - 
Italian-style meat-tomato sauce. ‘ | 
Serve Chef for menu variety 


Available from your institution wholesale dis- 
tributors. 

Write today for ical folder, cost portion 
chart which gives yield per can and cost per. 
serving. Free samples available, too. Please 
specify product. 


Institution Products 


* Made in the Chef Boy-Ar-Dee® kitchens of 


AMERICAN HOME FOODS 


Division of American Home Products Corporation, 22 East 40th Street, New York City 
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¢ Chili Con Carne with Beans 


Spaghetti and Meat Balls 


Spaghetti Sauce with Meat or 
Mushrooms 


Spaghetti with Tomato Sauce 
and Cheese 


Sauce with Meat Balls. 


Meat Balls with Gravy 


iT EEF 
WITH B 7 
IN sauCc 
> 


3rd_ WEEK SOUTH-SOUTHWEST SELECTIVE FALL CYCLE MENU—prepared by Ruth L. Titus, consultant dietitian, 


MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER 


San Juan Hospital, Inc., Farmington, N. Mex. 


| 


thursday | wednesday tuesday 


_ breakfast 


Juice 
or Canned Prune 
Plums 
Hot Farina or Ready- 
to-Eat Wheat Cereal 
Scrambled Eggs /Bacor, 
Cherry Muffins 


noon 


night 


Cream n of | Potato Soup 


Baked Pork Tenderloin—Spiced Applesauce (F) or Broiled Beef Patties (5) | 


Mashed Potatoes (FS) 

Buttered Yellow Squash (FS) or Buttered Spinach | 

Grapefruit Sections in Lime Gelatin—Mayonnaise | 
or Pear and Grated American Cheese Salad ae 

Bread Pudding—Spiced Fruit Sauce (F) or Royal Anne Cherries (S) | 


Apple Juice 
Chicken Legs in Gravy (F) or Jelly Omelet {S) 
Fluffy Rice (FS) 
Cauliflower Au Gratin (F) or Buttered Green Peas (5) 
Jellied Cranberry Slice on Lettuce 

or Mixed Green Salad—Roquefort Dressing 
Fudge Bars (F) or Orange Sherbert (S) 


Sliced Bananas 
or Orange Juice 
Hot Cornmeal Mush 
or Ready-to-Eat 
Wheat Flake Cereal 
Poached Eggs on Toast 
Bacon 


Pineapple Juice 

Creamed Chicken in Patty Shells (FS) or Roast Beef—Brown Gravy 
Parslied Buttered Potatoes (FS) 

Dutch Green Beans (F or Glazed Carrots (S) 

Lettuce and Tomato Salad—French Dressing or Black Cherry mate 
Hot Apple Goodie, Cream (F) or Fresh Pear 


Beef-Vegetable Soup 

Breaded Veal Cutlet, Currant Jelly (F) @r Macaroni and dineee (S) 
Baked Idaho Potato (FS) 

Buttered Asparagus Tips (FS) or Escalloped Corn 
Pineapple-Cottage Cheese Salad or Tomato Aspic Mold 

Lemon Meringue Pudding, Whipped Cream (FS) or Prune Plums 


Blended Orange and 
Grapefruit Juice | 
or Grape Juice | 

Bran Flake Cereal 


Cream of Asparagus Soup 

Individual Ham Loaves—Sweet Sour Glaze (F) or Baked Chicken (S) 
Mashed Sweet Potatoes (FS) 

Creamed Green Beans with Mushrooms (FS) or Harvard Beets: 


Chilled Fruit Cup 

Roast Beef—Brown Gravy (FS) or Salisbury Steak with Spanish Sauce 
Oven-Browned Potatoes (FS) 

Buttered Succotash (F) or Baked Acorn Squash (S) 

Celery Sticks, Carrot Curls, Ripe Olives or Twin Apricot Salad 


or Farina Grapefruit-Apple Salad—Celery Seed Dressing 
_ Soft Cooked Egg __ @r Raw Spinach Salad with Hot Bacon Dressing _ Hot Fudge Sundae (F) or Sliced Banana—Sugar Cookies (S) 
| Sweet Roll _ Blueberry Cobbler (F) or Spiced Applesauce (S) 


Grapefruit Half 

or Apple Juice 
Oatmeal with Dates 

or Rice Farina 
French Toast, Maple Syp. 
Link Sausage 


Chicken-Noodle Soup 

Veal Scallopini (F) or Lamb Patty Wrapped in Bacon (S) 
Steamed Rice (FS) and Hard Rolls 

Stewed Tomatoes or Creamed Peas (FS) 

Mixed Green Salad—Garlic Dressing or Avocado Souffle Salad 
Frozen Pineapple—Graham Cracker Dessert or Angel Food Cake (S' | 


Apricot Nectar 

Country Fried Steak (F) or Creamed Eggs on Toast (S) 

Stuffed Baked Potato (FS) 

Asparagus with Hollandaise Sauce (F) or Buttered Wax Beans. 
Max Salad Bowl or Pear Half with Currant Jelly Center 

Hot Apple Dumpling—Cream or Tapioca Pudding (S) 


Clam Chowder 


Orange Juice _ Chilled Cranberry Cocktail 
or Stewed Prunes Chicken Fricasse—Dumplings (F) or Baked Salmor Steaks—Lemon Butter (S) - French Fried Shrimp—Horseradish Sauce (F) or Fluffy Omelet (S) 
; cS Rolled Wheat Cereal Creamed Potato (S) Potato Baked in Foil (FS) = 
= or Corn Flakes Buttered Green Beans (F) or Harvard Beets _ Baked Banana Squash (FS) or Broccoli Spears pee 
“oe Poached Eggs Head Lettuce—Russian Dressing or Spiced Fruit Salad Mold—Mayonnaise Orange Salad—Mayonnaise or Chef's Salad Bowl—Tangy French — = 
7 Bran Muffins Cocoanut Layer Cake (F) or Baked Caramel Custard (5) Ice Cream Roll (F) or Whole Peeled Apricots ” 
| 
Baked Apple—Cream Bouillon Tomato Juice 
fa or Orange Juice Chop Suey on Chinese Noodles (F) Roast Fresh Ham—Gravy (F) or Broiled Veal Chops (S) z 
S Hominy Grits or Braised Chicken Livers in Mushroom Sauce (S) Candied Yams (F) or Fluffy Rice (S) a 
, Ss or Bran Flakes Escalloped Noodles (S) _ Spinach Vinaigrette with Hard-Cooked Egg (F) or Buttered Green Peas (S) _ > 
4 Cereal | Shredded Steamed Carrots (S) or Stewed Tomatoes and Celery (F) _ Mixed Green Salad Bowl—Chiffonade Dressing 0 
4 _ Bacon Molded Applesauce and Gingerale Salad with Mayonnaise or Pear Half in Lemon Gelatin, Cream Cheese Dressing 5 
Hot Biscuits— or Cottage Cheese Ring Mold with Fresh Fruit Center Cherry Cream Pie (F) or Vanilla Ice Cream (S) rw) 
Honey Butter Sponge Cake ‘Chocolate Icing or Lemon Snow Pudding /Custard Sauce = br 
< 
Orange Slices Spiced Apple Juice Vegetable Soup = 
i | or Tomato Juice Roast Bib of Beef Au Jus (FS) or Spanish Pork Chops with Rice Ham and Cheese Sandwich—Pickle Fan, Olives, Mustard, Tomato Wedge (F) ” 
Ss si Farina With Raisins Whipped Potato (FS) and Cloverleaf Rolls or Broiled Lamb Chops (S) Mint Jelly 
= | or Ready-to-Eat _ Buttered Brussels Sprouts (F) or Tiny Whole Buttered Beets (5) Potato Chips (F) or Baked Potato (5) 
= | Wheat Flake Cereal | Jellied Apricot-Royal Anne Cherry Salad with Mayonnaise _ Asparagus Spears (FS) or Mixed Greens 
| Scrambled Eggs /Ham or Tomato Stuffed with Cottage Cheese and Chives on Lettuce | Head Lettuce with 1000 Island Dressing 
7 Cubes on Toast Points Strawberry Shortcake—Whipped Cream (F) | or Avocado-Orange Salad with Celery Seed Dressing 
. Blueberry Coffee Cake or Chocolate Pudding—Whipped Cream 8) | Cheese Cake (F) or Lemon Sherbert (5) 
(F)\—Full Diet | (S)—Soft Diet (FS)—Full ‘and Soft Diet q | a ae Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Serivngs | Item, Specifications, Amounts & No. of } Servings 
> BEEF FISH Potatoes, White Bag No. 1 200 Ibs. 
3 Chuck-eye Roll Salmon Red, steaks, 5 oz. ea. 10 Ibs. 30 | pagishes Bunch 1 doz. 
2 (Boneless) U.S. Good 10 Ibs. 30 | Shrimp 20-1 Ib., breaded, | Spinach 10 Ibs. 
S Ground Beef U.S. Good, 5 Ib. pkg. 20 Ibs. 100 ready-to-use 20 Ibs. 80 | Squash, Acorn 5 Ibs. 
nt Roast, Rib 5 in. cut, U.S. Choice 40 Ibs. 80 POULTRY Squash, Banana 25 Ibs. 100 
© | Round (Top, Boneless) U. S. Good 30 Ibs. 90 | Fowl (Eviscerated) Grade A,5\b.av. 80 Ibs. Squash, Summer 20 Ibs. 80 
on Steaks, Cubed U.S. Choice, 4 o7. | Chicken Legs 5 oz. each 30 Ibs. 90 | Tomatoes Repacked (5 x 6) 60 Ibs. 
each 25 Ibs. 100 | Fryers (Eviscerated) Grade A, 2% lb. av. 20 tbs. 16 FROZEN FRUITS 
=a LAMB Livers, Chicken 1 Ib. pkg. 3 lbs. 15 | Blueberries Dry, 8 Ib. can 24 Ibs. 
£ Chops, Loin U.S. Choice, 6 oz. FRESH FRUITS Cherries 8 Ib. can, sour, pitted 24 Ibs. 
- each 10 Ibs. 25 | Apples Jonathan, 113s 1 box Orange Juice Con., 32 oz. can 6cans 192 
4 Ground, Shoulder U. S. Good 5 lbs. 20 | Avocado Ripe 9 only Strawberries Sliced, 8 Ib. can, 
. PORK Bananas Ripe 60 Ibs. 5-1 sugar 16 Ibs. 
= | Bacon (Sliced) 24-26-1 Ib. 12 Ibs. 144 | Grapefruit Seedless, 70s - 1 crate. FROZEN VEGETABLES 
@ | Butts, Smoked Lemons 1 doz. Asparagus Spears, 22 Ib. pkg. 45 tbs. 270 
cS (Boneless) Lean 20 Ibs. Oranges 176s ] crate Beans, Green Cuts, 22 tb. pkg. 30 Ibs. 180 
© | Chops, Loin Grade A,40z. each 1J0lbs. 40 | Pears Box, 120s 1 box Beans, Green Julienne, 2% Ib. pkg. 17% Ibs. 105 
7 Ham, Fresh (B.R.T.) Grade A 30 Ibs. 90 FRESH VEGETABLES Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
= Ham, (Pullman) Ready-to-eat 20 Ibs. Carrots Topped, bag 50 Ibs. Broccoli Stems and buds, | 
E | Sausage Links 12-1 Ib. 20 Ibs. 80 | Celery Pascal, 30s ] crate 2% Ib. pkg. 2% Ibs. 15 
=x | Stew (Chop Suey Cuf) 10 Ibs. Cucumbers 1 doz. Brussel Sprouts 2% Ib. pkg. 15 lbs. 90 
$ | Tenderloin Grade A 25 Ibs. 75 | Lettuce Head, 48s 2 crates Cauliflower Buds, 2! Ib. pkg. 15 tbs. 90 
= VEAL Onions, Dry Yellow, bag 50 Ibs. Greens, Mixed 2% Ib. pkg. 2% Ibs. 15 
S | Chop, Rib U.S. Good, 5 oz. each 10 Ibs. 30 | Onions, Green Bunch 1 doz. Peas 2% Ib. pkg. 322 Ibs. 195 
© | Chop Suey Meat U. $. Good 10 Ibs. Parsley Bunch 1 doz. Spinach Chopped, 2'4 Ib. pkg. 1714 Ibs. 105 
Cutlets U.S. Good, 4 oz. each 40 Ibs. 160 | Potatoes, Sweet Hamper 50 Ibs. Succotash 2" Ib. pkg. 15 lbs. 90 
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took neviews 


re h a bi | itation n U rsi nN g text hospital survey pattern 


PRINCIPLES AND TECHNICS OF REHABIL- 
ITATION NuRSING. Florence J. 
Terry and others. St. Louis, Mosby, 
1957. 345 pp. $5.50. 

The pertinent subheadings, easy- 
to-read print, summaries and refer- 
ence readings, and study questions 
at the end of each chapter make 
this a useful textbook. It is a com- 
prehensive compilation of materi- 
als brought together from a wide 
variety of.sources. The authors 
are well justified in stating that it 
is a concise modern guide for re- 
habilitative nursing, whether in 
hospitals, other institutions, or 
community health agencies. 

The book presents an excellent 


historical picture of the develop- 


ment of rehabilitation programs 
and the factors that effected this 
movement. It includes many ap- 
propriate quotations from some of 
the outstanding leaders in this 
field. The authors have given con- 
sideration to all aspects—some in 
greater detail than others—of the 
process and the people who work 
together to assist patients with 
their rehabilitation or the maxi- 
mum restoration of physical, emo- 


tional, economic, and vocational 


well being. 

Self-help devices, a crutch walk- 
ing program for paraplegics, and 
guides for the activities of a daily 
living program are well illustrated 
and clearly outlined. 

Some of the basic principles dis- 
cussed in an early chapter are 
further amplified as they are ap- 
plied to the care of patients with 
chronic illnesses, such as arthritis, 
heart disease, multiple sclerosis, 
cancer, and tuberculosis. Rather 
specific suggestions that should be 
most useful are listed under the 
chapter dealing with the needs and 
care of patients with hemiplegia 
paraplegia, quadraplegia, and am- 
putations, as well as other consid- 


erations for the chronically ill adult | 


child. 

Chapters devoted to patients 
who are blind, deaf, or have speech 
problems are not as comprehen- 
sive as they could be, but they 


JULY 16, 1957, VOL. 31 


do add something in this area that real need is to continue to integrate 


is greatly needed and not usually the principles underlying rehabili- 
found in nursing texts. tation into all nursing and, there- 

The book is timely and will un- fore, into all nursing texts. This 
doubtedly make a contribution to approach by four authors is only 
nursing literature. However, the a beginning. It covers the subject 


ANOTHER HANEY VICTORY ! 
GOAL OF THIS CAMPAIGN: 


Goal — $650,000 
Raised — $818,845 
Population — 36,500 


“Our profound thanks to Haney Asso- 
ciates for superb success. A still growing 
total of $818,845 exceeding goal by 25 per 
cent is sufficient testimony to effective 
work. Sincere best wishes for continued 
successes like ours.” 


Sister M. Stanisla, Administrator 


797 WASHINGTON ST. DECATUR 2-6020 
NEWTONVILLE 60, MASSACHUSETTS 


Specialists in Successful Hospital Campaigns for over 30 years 


CONSULTATION ON YourR FuNp-RaIsING PROBLEM 
WITHOUT OBLIGATION OR EXPENSE 


| 
PUBLIC SuPPO No. 8 
BANE City, june 17, 1957 
$818,849 
pirAl _ 
7o THE ELIZABETE | at orty-Five Dollars 
BY- 
ASSOCIATES INC. 
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rather sketchily in certain areas. 
——TERESA FALLON, orthopedic nurs- 
ing consultant, Department of 
Diploma and Associate Degree Pro- 
grams, National League for Nurs- 
ing. 
Hospital survey pattern 
SURVEY AND REPORT OF HOSPITALS AND 
RELATED FACILITIES FOR METROPOLI- 
TAN DENVER. Greater Denver Hos- 
pital Survey Fund. Denver, 1957. 
136 pp. $1. 
This report describes a_ well 
thought out, ably implemented 
study. Its ultimate value may prove 


vastly greater to cities far removed 


from Denver than to Denver itself. 
This is intended in no sense to 
deprecate the value of this report 
to the City of Denver and its sub- 
urbs, but rather to caution grow- 
ing hospitals and growing commu- 
nities not to overlook this report 
on the assumption that it is only 
of local value. 


If one were to disregard the text | 


of this report in its entirety, the 
table of contents would still con- 
stitute a valuable contribution to 
the field. The section headings 
by themselves provide a detailed 


NEW, IMPROVED 


Mueller-Balfour 


Abdominal Retractor 


Now the interchangeable, spring-tempered wire blades lock simply, 
but securely, in the side arms without thumb screws or other 


losable parts. 


This versatile Retractor has the exclusive spring-latch construction 


and wide bar, notched for easy adjustability and permanent non- 


slip retention. 


With its adaptability and its six interchangeable blades, the 
Mueller-Balfour Retractor is both a standard retractor and a deep 


retractor—in one instrument. Stainless steel. 


As described in Armamentarium Vol. II, No. VIII 


Ask for your copy. 


SU-3040—Complete ....... 


PATENT PENDING 


UELLER 2. 


330 South Honore Street 
Chicago 12, Illinois 
Dallas * Houston * Los Angeles * Rochester, Minn. 


outline of the sources one should 
explore, the kinds of information 
one should assemble, the compari- 
sons one should make, and the 
analyses one should attempt to 
draw, in answering the questions: 
“Do we need a hospital?” ‘‘How 
much hospital do we need?” “What 
kind of hospital facilities do we 
need?”’ Too many hospitals suc- 
cumb to the popular American 
fallacy that that which is bigger 
is ipso facto better, and too many 
communities in outbursts of chau- 
vinism decide that if little old 
Lower Ipswich has a hospital, by 
golly, we are going to have one too. - 
To proceed with hospital construc- 
tion on either of these bases is to 
be guilty of gross disregard for 
civic and/or institutional responsi- 
bility. 

The Denver study perhaps went 
further than comparable studies 
in other cities would be re- 
quired to go because of Denver's 
peculiar role as a health center, 
a role conferred upon the city by 
its altitude and climate. The hos- 
pital picture in most communities 
is not complicated by the presence 
of nationally supported hospitals 
or health foundations,.which only 
means it should be easier to make 
this kind of study in most places 
than it was.in Denver. 

The report is recommended read- 
ing even for administrators of hos- 
pitals not currently contemplating 
expansion. It was interesting to 
note the cogent observations which 
were used as guide lines in the 
conduct of the survey: ‘Hospital 
care is essentially a personal serv- 
ice,” “Expansion of hospital facili- 
ties must be accompanied if not 
preceded by intensified recruit- 
ment programs,” ‘“‘The hospital bed 
as a unit of measurement does not 
reveal quality of care. . .”’ These 
are sound points to keep in mind 
in the day-by-day operation of 
any hospital. 

The findings of -this particular 
survey group, while of interest 
and inestimable value to Denver, 
will be of much less consequence 
to others, but the survey technique 
and the scope of exploration are 
recommended for emulation when- 
ever and wherever expansion and/ 
or hospital construction are con- 
templated.—WILLIAM J. SILVER- 
MAN, associate director, Michael 
Reese Hospital, Chicago 
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The Bedside Set That Provides 


is Stainless 
POLAR 
WARE 


Illustrated —- Plate cover, 
ton pot, crenmisx, suger how! _ There is so much to be said for stainless steel Polar 
wigs eg Ware tray sets that it is difficult to determine which 


advantages are the most important. Consider that 
under ordinary usage you can't break these good- 
looking modern pieces—nor dent or stain them. | 
They hold their “like new” appearance for years — 
and their cheerful, gleaming aseptic surface makes 
patients feel pampered and well-cared for. Washing 
is easy, sterility assured for all Polar Ware service | 
items are deep drawn — completely free from cracks 
or fissures that might harbor bacteria. 


For these good reasons and many more, hospitals 
everywhere are replacing worn out utensils with 
Polar Ware ... for they recognize that by any yard- 

stick for measuring results received from dollars - 
invested, Polar Ware tray sets can't fail to show the | 
lowest final cost. That’s why leading hospital supply | 
houses from coast to coast carry this time-proved, 
time-tested line that backs up their good reputation. 
Ask the men who call on you for full information, 


* 3500 LAKE SHORE ROAD 


Polar Ware Co. SHEBOYGAN, 


Merchandise Mart — Chicago 54 *123 S. Santa Fe Ave. *415 Lexington Ave. Offices im Other Principal Cities 
Room 1455 Los Angeles 12, California New York 17, New York ‘*Designates office and warehouse 
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; Illustrated Bedside tray, 
water bottle, tumbler. 
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hersonnel changes 


Epwin B. AvuGUSTIN has been 
appointed ad- 
ministrative as- 
sistant of Al- 
toona (Pa.) 
Hospital. He 
was formerly 


administrative 
resident at the 
hospital. 


Mr. Augustin 
is a graduate of 
the University 
of Pittsburgh 
course in hospital administration. 


MR. AUGUSTIN 


@ DONNIE M. Bay, R.N., has been 
appointed assistant director of 
Union Memorial Hospital, Balti- 
more. Miss Bay was formerly di- 
rector, school of nursing and nurs- 
ing service at the hospital. 


@ MARVIN A. CHAPMAN has been 
appointed manager of the Veterans 
Administration Center, Wads- 
worth, Kans. 
director of homes in the depart- 
ment of medicine and surgery: at 
the Veterans Administration cen- 
tral office in Washington, D.C. 

Mr. Chapman succeeds WILLIAM 
N. GREGG who retired. 


ROBERT HuGH DICKINSON, M.D., 
has been appointed medical direc- 
tor of Pinel Foundation Hospital, 
Seattle, Wash. He was formerly 
associate professor of psychiatry 
and coordinator of clinical services 
at the University of Chicago Medi- 
cal School. 

Dr. Dickinson succeeds acting 
director STANLEY JACKSON, M.D., 
who is entering private practice. 


J. HOwARD DocKTOR has been 
appointed administrator of Jewish 
Hospital of Hope, Montreal. He 
was formerly assistant administra- 
tor of the Albert Einstein Medical 
Center, Philadelphia. 


@ DouGLAsS EITEL has been ap- 
pointed assistant administrator of 
Variety Childrens Hospital, Coral 
Gables, Fla. Mr. Eitel was formerly 
administrative resident at North 
Carolina Baptist Hospital, Winston- 
Salem, N. C. 

Mr. Eitel is a graduate of the 
Northwestern University program 
in hospital administration. 
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He was formerly 


® J. C. DE GRAAF has-been ap- 
pointed administrator of the Los 
Angeles Eye and Ear Hospital. 


BERNARD C.. HARVEY has been 
appointed administrator of Murray 
(Ky.) Hospital. He was formerly 


administrator of Allen County War. 


Memorial Hospital, Scottsville, Ky. 

Mr. Harvey succeeds Karu E. 
WARMING who has been appointed 
administrator of the Hardin Me- 
morial Hospital, Elizabethtown, 
Ky. Mr. Warming succeeds HAROLD 
WARREN. 


@ Harotp R. has been 
appointed administrator of Mari- 
copa County General Hospital, 
Phoenix, Ariz. He was formerly 
purchasing agent. 

Mr. Holcomb succeeds GEORGE 
M. SCHMECK who has been ap- 
pointed administrator of Wicken- 
burg (Ariz.) Community Hospital. 

Mr. Schmeck succeeds JAMES R. 
THOMAS who has been appointed 
assistant administrator of Tucson 
(Ariz.) Medical Center. 


@ HARRISON KEHR has been ap- 
pointed administrator of Ray 


County Memorial Hospital, Rich-— 


mond, Mo. He was formerly as- 
sistant administrator of Phelps 
County Memorial Hospital, Rolla, 
Mo. 


@ MARGARET LAMB has been ap- 
pointed assistant superintendent of 
Children’s Convalescent Hospital, 
Bethany, Okla. Miss Lamb had 
been retired. She is a past presi- 
dent of the Oklahoma Hospital 
Association and former adminis- 
trator of Norman (Okla.) Munici- 
pal Hospital. | 


@ EARL C. MECHTENSIMER has been 
appointed administrator of Twin 
City Hospital, Dennison, Ohio. He 
succeeds Mrs. ANNA V. LONG, R.N.., 
who has retired. 

Mr. Mechtensimer was formerly 
assistant administrator of Kingston 
(N.Y.) Hospital. He is a graduate 
of the Northwestern University 
program in hospital administra- 
tion. 


@ RosBerT S. SALISBURY and LEWIS 
W. SYKES have been appointed as- 
sistant directors of Duke Hospital’s 


outpatient department, Durham, 
N. C. Both positions have been 
created as part of current expan- 
sion of this department. Mr. Salis- 
bury’s duties will center around 


MR. SYKES 


MR. SALISBURY 


business management of the medi- 
cal divisions. Mr. Sykes will have 
comparable duties in the surgical 


divisions. 


Mr. Salisbury was formerly an 
epidemiological investigator for the 
Public Health Service in Raleigh, 
N. C. Mr. Sykes has recently com- 
pleted a year of graduate work in 
business administration the 
University of North Carolina. 


@ SEYMOUR SCHULMAN has been 
appointed ad- 
ministrative di- 
rector of Cedars 
of Lebanon 
Hospital, Los 
Angeles, Mr. 
Schulman was 
formerly ad- 
ministrator of 
the City of Hope 
Medical Center, 
Duarte, Calif. 
Recently 
elected treasurer of the Hospital 
Council of. Southern California, 
Mr. Schulman is a graduate of the 
University of California program 
in hospital administration. : 


MR. SCHULMAN 


@ EpGAR W. SMITH has been ap- 


pointed administrator of Meri- 


wether Memorial Hospital, Warm 
Springs, Ga. He was formerly a 
lieutenant colonel in the Army 
Medical Service Corps. 

Mr. Smith is a graduate of the 
Georgia State College of Business 
Administration program in hospi- 
tal administration. 


@ EUGENE L. STROSSER has been 
appointed assistant administrator 
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of Greene County Memorial Hos- 
pital, Waynesburg, Pa. 

Mr. Strosser succeeds ANTHONY 
CORCORAN who has been appointed 
administrator of Cloquet (Minn.) 
Community Hospital. 


@ JAMES N. SUDDUTH has been ap- 
pointed administrator of Chilton 
County Hospital, Clanton, Ala. He 
succeeds CARDEN M. ASTIN. 


@ LarRy RiGcsBy has been ap- 
pointed administrator. of Hunts- 
ville (Ala.) Hospital succeeding 
NEpD- W. WICKHAM. Mr. Rigsby is a 
former vice president of the Ala- 
bama Hospital Association. 

Mr. Wickham is a member of 
the Alabama Hospital Association 
board of trustees and is chairman 
of the Blue Cross consulting com- 
mittee. 


@ ROLAND WILPITZ has been ap- 
pointed administrator of Marcus J. 
Lawrence Memorial. Hospital, Cot- 
tonwood, Ala. 


@ WILLIAM H. Woop JR. has been 
appointed associate director of 
Newport (R.I.) Hospital. He was 
formerly assistant director. 

AGNES V. HUDDER has been ap- 
pointed assistant director for nurs- 
ing. She was formerly director of 
nursing at Newport Hospital. 


Deaths 


@ ALAN GREGG, M.D., died June 21 
after a long illness in Big Sur, 
Calif. He was 67. Dr. Gregg retired 
in 1956 as vice president of the 
Rockefeller Foundation. From 1931 
to 1951 he was director of its divi- 
sion of medical sciences. He pre- 
viously had represented the. Foun- 
- dation in Europe, 1924 to 1931. 
For seven years, he was chair- 
man of the Committee for Medi- 
cine and Biology of the Atomic 
Energy Commission. He had also 
served for three years on the 
Health Resources Advisory Com- 
mittee of. the Office of Defense 
Mobilization. | 

Dr. Gregg promoted generous 
grants to help finance the proving 
of sulfanilamide and penicillin and 
pioneered the concept of mental 
illness as a disease needing spe- 
cialized treatment. 


@ ABRAHAM A. JALLER died May 25 
at the age of 68. Mr. Jaller was 
executive director of the New York 
Polyclinic Medical School and Hos- 
pital. He was appointed executive 
director in 1924 but had joined the 
institution as a boy in his teens. 
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any height... any spring position 
at the touch of a button... 


_ by either patient or nurse 


with the all-electric “*PUSH-BUTTON” Hilow Bed 


by 


@ This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 
the patient’s right—in the seat section of the spring. For the patient who 
must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 


at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “low’’ position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 


HILL-ROM COMPANY, INC. Batesville, Indiana 


Now ready. .. Procedure Manual No. 3—“‘Hilow Beds” 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, “Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these manuals for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 
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ask 


FOUR important questions 


, Crane ‘‘Mayo’’ Scrub-up Sink of Duraclay was designed in collaboration with doctors 
and hospital authorities at Mayo Clinic. Permits scrubbing up to the shoulder without touch- 
ing unsterile parts of fixtures. Sink shown is installed in latest St. Mary’s Hospital addition. 
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before buying large hospital fixtures 


I. Do they resist thermal shock? In 1939, 
Crane developed Duraclay—an all-ceramic 
material—for use in large fixtures subjected to 
sudden, extreme temperature changes (thermal 
shock). Duraclay easily withstands scalding 
heat one minute and icy cold the next —with- 
out cracking or crazing. 


2. Are they specially made for hospital use? 
Duraclay fixtures have been specially designed 
for hospital use with the aid of doctors and 
hospital experts. 


3. Are they easy to clean? Duraclay has a 
heavy vitreous glazed surface with all the 
easy-to-clean characteristics of the finest 
china dinnerware. 


4. Do they resist staining and marking? 
Duraclay’s hard glazed surface resists stain- 
ing, pitting, or corroding from medicines and 


acids. Foreign deposits left on the surface of 
Duraclay can readily be cleaned, hours later, 
without any impairment to its gleaming white 
surface. 

Why not test Duraclay’s ability to take 


hard knocks right in your own hospital? Just 
ask your architect to include Crane Duraclay 


In your new or modernization plans. It’s the 


surest way to get the most for your money in 
large hospital fixtures. 


CRANE CO. 836 S. Michigan Avenue, Chicago 5 


VALVES FITTINGS - PIPE - PLUMBING KITCHENS - HEATING - AIR CONDITIONING 


St. Mary’s Hospital, serving the Mayo 
Clinic, Rochester, Minnesota. Crane 
Duraclay fixtures were selected for the 
two additions to original building (center). 
First Duraclay installation was in 1939 
addition (at right). New Duraclay instal- 
lation went in addition just completed (at 
left). Contractors and Architects for the 
new addition were—General Contractor: 
McCarthy Bros., St. Louis, Mo.; Plumb- 
ing and Heating Contractor: W. J. 
Hankee Co., St. Paul, Minn.; 
Architects: Maguolo & Quick, 
St. Louis, Mo., and R. V. 
McCann, Minneapolis, Minn. | 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Total Liability in New York 


Not unexpectedly, the New York Court of Appeals, 
that state’s highest court, has discarded the last 
vestige of immunity enjoyed by voluntary hospitals 
and now holds such hospitals subject to suit for the 
negligence of their employees on the same basis as 


other employer. 


The history of charitable immunity from suit based 
on employees’ negligence allows easy reversal by 
those courts which have held for immunity. It was 
Massachusetts which started the American precedent 
of immunity, but the Bay State court based its 
initial decision on two English cases, both of which 
were overruled or reversed before the Massachusetts 
case was heard. Most of the states which considered 
this question, including New York, followed the 
Massachusetts doctrine. 

Although Massachusetts and a few other states still 
cling to the doctrine of absolute immunity of chari- 
ties, in the past few years a number of states have 
switched from immunity to liability. New York has 
been doing it by degrees. In Schloendorff v. New 
York Hospital it was stated that immunity was based 
on two grounds; an implied waiver by the recipient 
of charitable benefits; and the doctrine that acts of 
physicians and nurses are those of professional per- 
sons, who are independent contractors even if on 
salary, at least insofar as the acts are characterized 
as medical rather than administrative. 

The first ground was discarded early as being illogical 
and “pretty much of a fiction.” The second ground, 
however, persisted in ever weakened form until Bing 
v. Thunig was decided on May 16, 1957. 


ADMINISTRATIVE V. MEDICAL ACTS 


In applying the Schloendorff rule, the New York 
courts have been determining which acts performed 
by hospital personnel are administrative in nature 
and which are considered medical. If the former, 
there has been liability on the part of the hospital, 
and if the latter, immunity. But the history of the 
hospital negligence cases in New York has been one 
of continuing constriction of the class of acts con- 
sidered medical and an expansion of those considered 
administrative. 

In addition, there have been some very fine distinc- 


tions drawn, not supported by reason. For instance, 


placing a scalding hot water bottle in a bed before 
the patient arrives was held to be administrative, 
but if the patient was already in bed when the hot 
water bottle was placed there, that was a professional 
medical act. 

These distinctions led to continuous litigation. In 
recent years the New York courts tended to consider 


This material is not legal advice. The information on this pose should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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almost any act performed by hospital personnel as 
administrative, thus giving rise to hospital liability. 
The Bing case does away with unworkable distinc- 
tions, but also eliminates whatever protection re- 
mained for hospitals in the emasculated Schloendorff 
rule. Now voluntary hospitals in New York, as well 
as proprietary and public hospitals, are responsible 
for the negligent acts of their employees, be they 
well trained professionals or unskilled. 


BING CASE CIRCUMSTANCES 


While the decision in the Bing case is of greater sig- 
nificance than the controversy between the litigants, 
the facts are interesting. It appears that nurses 
spilled flammable antiseptic on the sheeting under 
the patient. When the surgeon used a heated electric 
cautery, he smelled hot singed linen and doused the 
area with water. Subsequently severe burns were 
discovered on the patient’s body. The court stated: 

“And while the failure of the nurses in the 
present case to inspect and remove the contaminated 
linen might, perhaps, be denominated an admin- 
istrative default, we do not consider it either wise 
or necessary again to become embroiled in an over- 
nice disputation as to whether it should be labeled 
administrative or medical.” 

Decisions of the New York Court of Appeals are 
respected by courts of other states. Therefore, the 
reasoning: employed in the Bing case may well be 
applied elsewhere when appropriate cases arise. In- 
fluential arguments are these: awards against hos- 
pitals no longer threaten their existence or discourage 
generosity; insurance is available; in those states 
which have adopted a liability rule, hospitals have 
not suffered undue hardship; today’s hospital receives 
wide community support and operates in a business- 
like fashion, and the trend since the 1940’s has been 
unmistakably towards lability, wherever the courts 
have considered the question. 


JUSTICE BEFORE GENEROSITY 


Justice Fuld, in his opinion in the Bing case, observed 
that “it is not alone good morals but sound law that 
individuals and organizations should be just before 
they are generous, and there is no reason why that 
should not apply to charitable hospitals.” He further 
stated: 

“The conception that the hospital does not un- 
dertake to treat the patient, does not undertake 
to act through its doctors and nurses, but under- 
takes instead simply to procure them to act upon 
their own responsibility, no longer reflects the fact. 
Present-day hospitals, as their manner of operation 
plainly demonstrates, do far more than furnish 
facilities for treatment. They regularly employ on 
a salary basis a large staff of physicians, nurses and 


(Continued on page 110) 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 


(glutethimide CIBA) 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


pe 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 
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; 4 times the detail... 
1A the radiation 


this greater speed means that your 
patients receive 75% less radiation. 
Your G-E x-ray representative can 
‘give you full data on this complete 
line (see box at right). Contact him, 
or write X-ray Department, General = 
Electric Company, Milwaukee 1, 
Wisconsin, for Pub. 77]. 


ITH the superior mirror- 

optics of the Fairchild-Odelca 
camera, General Electric photo- 
roentgen units now provide better 
films faster, Resolution is increased 
300%. Patient-motion blurring is 
sharply curtailed because exposure 
times are cut 75% to 80%. And 


ll 
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step with your progress 


UNITS / General Electric products 


Whatever your patient load 
or preference — there’s a G-E 
unit that’s right for you 


@ Choice of cameras: 
“in-line” (for conventional chest 
work) or “angle-hood” (for both 
horizontal and vertical P-R examina- 
tions). 


@ Three photoroentgen units: 
duplex 70mm in-line, single 70 
mm in-line and duplex two-position 
70 mm angle-hood. | 


@ Three film-handling devices: 
70 mm automatic cassette, 70 mm 
hand-operated cassette and 70 mm 
cut-film cassette. 


@ Also available: 
a complete line of P-R units using 
conventional optical systems. 


Progress Our Most Important Product 


GENERAL ELECTRIC 
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Congress Passes Student Housing Bill 


A bill to provide $25 million in low cost loans to nonprofit hospitals 
for construction of housing for student nurses and interns has been passed 
by congress and sent to President Eisenhower for his signature. 

In approving the $25 million authorization, Congress adopted a pro- 
posal of a Senate committee which stated it was “greatly impressed by a 


OFFICIAL NOTES 


COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws 
of the American Hospital Associa- 
tion, the members are hereby no- 
tified of the forthcoming meeting 
of the Committee on Nominations 
in Atlantic City at the time of the 
annual convention. 

The first meeting will be on 
Monday, September 30, from 2:30 
p.m. to 4:30 p.m., and the second 
will be on Tuesday, October 1, from 
2:30 p.m. to 3:30 p.m. 

The. meeting on Monday, Sep- 


tember 30, will be held in the Sky-- 


line Terrace -of the Traymore 
Hotel. The meeting on Thursday, 
October 1, will be held in Room 8 
at Convention Hall. 

Association members may sub- 
mit names to the committee for 
consideration. Officers to be nom- 
inated are president-elect, a 
treasurer and three members of 
the Board of Trustees, each for a 
three-year term. The committee 
will also nominate four Delegates 
at Large, each for a three-year 
term. The slate of nominations will 
be presented at the final session of 
the House of Delegates on Wednes- 
day morning, October 2, in the 


American Room of the Traymore 


Hotel. 

The chairman of the Committee 
on Nominations is Ritz E. Heer- 
‘man, general manager of the Luth- 


eran Hospital Society of Southern 


California, 1414 S. Hope St., Los 
Angeles 15. Other committee mem- 
bers are: Dr. Kenneth B. Babcock, 
director of the Joint Commission 
on Accreditation of Hospitals, Chi- 
cago 11; Dr. Frank R. Bradley, 
director of Barnes Hospital, St. 


Louis 10; Ray E. Brown, superin- | 


tendent of the University of Chi- 
cago Clinics, Chicago 37; Nels E. 
Hanshus, Luther Hospital, Eau 
Claire, Wis.; Marshall I. Pickens, 
director of hospital and orphans 
section, Duke Endowment, Char- 
lotte, N.C.; -and Lester E. Rich- 
wagen, administrator of Mary 
Fletcher Hospital, Burlington, Vt. 

See OFFICIAL NOTES, page 106 
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recommendation of the American 
Hospital Association” concerning 
the housing shortage at institutions 
operating approved schools of 
nursing or internship training. 

When the authorization is signed 
into law it will for the first time 
place nonprofit hospitals on a par 
with colleges as educational in- 
stitutions. Congress redefined the 
term “educational institution” un- 
der the National Housing Act loan 
provisions in order to specifically 
include nonprofit hospitals operat- 
ing approved schools of nursing or 
internships. 3 

AHA had originally proposed to 
the Senate that $150 million be 


authorized for low-cost loans to 


hospitals. A subcommittee of the 
Senate Banking and Currency 
Committee approved a sum of $50 
million. The full Senate Banking 
Committee cut the amount to $25 
million, however, before sending 
it before the economy-minded 


House and Senate for final action. 

In recommending the $25 million 
authorization the Senate committee 
referred to the report from AHA 
on the “minimum requirements” 
for training nurses. The committee 
noted that “the nation’s hospitals 
and nursing schools must acquire 
housing for an additional 75,000 
student nurses during the next 
nine years.” A _ similar “critical 
situation” exists in the housing 
of medical interns the committee 
declared. 

The new authorization will per- 
mit nonprofit hospitals to borrow 
money at 2% per cent interest. 
Under the bill’s provisions the $25 
million in loans is set aside for 
any public or nonprofit hospital 
“operating a school of nursing be- 
yond the level of high school ap- 
proved by the appropriate state 
authority, or any such hospital ap- 


See HOUSING, page 101 


WASHINGTON REPORT— 


White House Gets HEW Appropriation Bill 


A Senate-House conference has agreed upon an appropriation of $2.5 
billion for the Department of Health, Education, and Welfare for fiscal 
1958. This is $12.5 million more than Congress appropriated for HEW 


in fiscal 1957. 


‘Congress agreed to the conference’s recommendations, and sent the 


appropriations bill to the White 
House. 

The agreement provides $562 
million for the Public Health Serv- 
ice for fiscal 1958, a total of $27.7 
million more than appropriated for 
the previous year. 

Since the House and Senate had 
each voted $121.2 million for the 
Hill-Burton hospital construction 
program for fiscal 1958, this item 
did not go before the conference. 

In the conference report on the 
HEW appropriation, the House con- 
ceded to the Senate in striking a 
House-proposed limitation on the 
use of funds for administrative ex- 
penses of state and local agencies 
under the public assistance pro- 
gram. 


The Senate concurred with the 
House in limiting payments for in- 
direct expenses to 15 per cent of 
the direct costs, in connection 
with federally-supported research 
projects. 

The conference agreed to make 
available until June 30, 1958, funds 
for hospital surveys and planning. 
The Senate had approved an 
amendment extending the avail- 
ability of the funds until June 30, 
1959. The extension is intended to 
permit the use of more than $1 
million in unobligated funds left 
from an earlier appropriation of $2 
million. 

The conference recommendations 
on fiscal 1958 funds for PHS’ gen- 
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eral assistance to the states and 
for Indian health activities are as 
follows: 

Assistance to the States (General) 


1957 appropriation ..... $17,591,000 
Conference 

recommendation ..... 22,592,000 
House recommendation .. 19,592,000 


Senate recommendation . 22,592,000 
Indian Health Activities 


1957 appropriation ..... $39,755,000 
Conference 
recommendation ..... 40,100,000 


House recommendation. . 40,000,000 
Senate recommendation. . 42,500,000 


The conference recommendations 
on the National Institutes of Health 
are: 


Mental Health Activities 


1957 appropriation ..... $35,197,000 
Conference 
recommendation ..... 39,217,000 


House recommendation .. 35,217,000 
Senate recommendation. . 39,421,000 


Other conference recommenda- 
tions were: National Cancer Insti- 
tute $56,402,200: Arthritis and 
Metabolic Disease Activities $20,- 
385,000; Neurology and Blindness 
Activities $21,387,000, and Nation- 
al Heart Institute $35,936,000. 

On funds for the remaining three 
National Institutes of Health, there 
was no Senate-House disagree- 
ment. For NIH’s General Research 


Small Hospitals 


Benefit From 


Professional Campaign Direction 


In the past 38 years, many small hospitals in communities 
with a population of 10,000 or less have used the professional 
services of Ketchum, Inc. to conduct successful fund-raising 
campaigns. Here are just two examples. ; 

The Paul Kimball Hospital, Lakewood, New 
Jersey, called in Ketchum, Inc. for professional direction of 
a campaign with a $275,000 goal. After a successful campaign 
resulting in $330,000 pledged, Harold Kaplan, President of 
the Hospital’s Board of ‘Trustees, stated: ‘“‘We are delighted 
with the results and feel that without Ketchum, Inc. we would 
not have been able to have accomplished this goal.”’ 

The Centre County Hospital, Bellefonte, Pa., 
raised $415,045 against a $400,000 goal. Eric A. Walker, 
President of The Pennsylvania State University and Chairman 
of this campaign, lauded the drive’s “‘successful conclusion.”’ 

Whether raising funds for small community hospitals or 
large metropolitan hospitals, Ketchum, Inc. offers direction 
by men of character, experience and ability. Without obliga- 
tion, we would like to discuss your hospital needs. 


and Services program the agreed 
figure is $14,026,000, compared to 
$12,122,000 in fiscal 1957 appropri- 
ations. For Allergy and Infectious 
Diseases Activities, both the House 
and Senate voted $17.4 million, 
more than $4 million above the 
1957 appropriation. The amount 
agreed upon for Dental Health Ac- 
tivities is $6,430,000, compared 
with $6,026,000 in fiscal 1957. 

In recommending funds for the 
communicable disease activities of 


PHS, the conference agreed on 


$6,250,000 for fiscal 1958. This is 
the Senate figure,. and a sum 
$50,000 more than originally voted 
by the House. Fiscal 1957 appro- 
priations for this program were 
$5,750,000. 

In its report, the conference 
stated that the majority of House 
conferees are still convinced that 
“some action should be taken to 
curb the ever-increasing costs” in 
state and local administration of 
public assistance programs. _ 

The American Hospital Associa- 
tion has strongly opposed the sug- 
gested limit on administration 
funds for public assistance on the 
ground that it would interfere 
with the new medical care pro- 
gram for public assistance recipi- 
ents. 


Among the important health 


programs, in addition to the Hill- 
Burton program, over which there 
is no disagreement between the 
Senate and the House on fiscal 1958 
appropriations, is research for hos- 
pital administration and operation. 
The appropriation for this has 
been voted at $1.2 million. 


ADMINISTRATION’S HEALTH PLAN 


The administration an- 
nounced its proposals for group 
health insurance coverage of fed- 
eral civilian employees and their 
dependents. 


Major features of the proposed — 


health program include: 

(1) Government contribution of 
one-third toward the plan’s cost. 

(2) Both basic and major medi- 
cal health insurance offering fi- 
nancial protection against normal 
costs of hospitalization and surgi- 
cal operations, as well as heavier 
costs of prolonged illness. 

(3) Voluntary enrollment for all 
employees, but a mandatory re- 
quirement to elect both basic and 


oo major medical insurance coverage € 
KETCHUM, INC, to be eligible for the program’s L 
Campaign Direction benefits. t 
CHAMBER OF COMMERCE BUILDING | (4) Basic health insurance to be i’ 
a provided on a local option basis 

ont tapas JOHNSTON BUILDING, CHARLOTTE . N.C. Eligible employees free to choose 
from among locally available group C 
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health insurance plans which meet 
minimum standards. 

(5) Under the basic insurance 
plan, government contribution of 
one-third of the cost up to a year- 
ly maximum of $13 for employees 
without dependents, and $39 for 
employees with eligible depend- 
ents. 

(6) Major medical benefits pro- 
vided under a uniform nation- 
wide plan. Provisions are made 
for the government to pay 75 per 
cent of major medical costs up 
to a calendar year maximum of 
$5,000 and a lifetime maximum of 
$10,000. 

(7) The government pays a flat 
one-third of the major medical in- 
surance costs. This. one-third 
would amount to an annual cost 
of $3.25 per insured employee 
without dependents and $9.75 for 
each employee with eligible de- 
pendents. Employees without de- 
pendents pay $6.50 a year and the 
employees with eligible depend- 
ents pay $19.50 a year. 

Sen. Olin Johnston (D-S.C.), 
chairman of the Senate Committee 
on. Post Office and Civil Service, 
who introduced the administration 
bill, has expressed doubt that 
there is enough time left in this 
session to conduct hearings and 
enact legislation. 


On the House side, the ranking> 


Republican’ on the House Post 
Office and Civil Service Commit- 
tee, Rep. Edward H. Rees (R- 
Kans.) introduced the adminis- 
tration-sponsored legislation, and 
refrained from any comment on 
the possibility of immediate hear- 
ings. In addition, other congres- 


SEN. JOHNSTON MR. ELLSWORTH 


sional leaders view with some 
concern the estimated $65 million 
annual cost of the program in an 
economy-minded House and Sen- 
ate. 
Administration officials, how- 
ever, believe that the federal em- 
ployee health plan could be passed 
this year if general agreement on 
its terms is reached among em- 
ployee and insurance groups. 
Harris Ellsworth, Civil Service 


Commission chairman, in announc- 
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MILDNESS 


EFFICIENCY 


ECONOMY, too! 


Ivory’s purity has been recognized by doctors and hos- 


pital authorities for more than 75 years. Suggested where 


purity is essential, Ivory has earned an overwhelming ac- 
ceptance in America’s finest hospitals—but not just for its 
purity alone! 


Patients look forward to their refreshing baths with mild. 


Ivory. Busy nurses find Ivory’s quick-lathering properties 
and cleansing efficiency are important time-savers, too. And 
for economy, Ivory can’t be equaled! 

More doctors advise Ivory than any other soap! You'll 
find it well qualified to meet the personal cleansing needs 
of your institution! 


CINCINNATI, OHIO 
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ing the administration’s health 
plan, estimated that some 1.8 mil- 
lion employees, 90 per cent of 
those eligible, would enroll. Chair- 
man Ellsworth emphasized that 
the objective of the new health 
program is to bring the benefits 
offered federal employees more 
closely in line with those offered 
to employees in private industry. 

The American Hospital Associa- 
tion has taken under study the 
administration group health in- 
surance program proposal and will 
analyze the principal differences 
between it and the bill introduced 
by Rep. Chet Holifield (D-Calif.), 
which is also before Congress 
( HOSPITALS, J.A.H.A., May 16, p. 
101.). One principal difference is 
the amount of contribution made 
by the government to the combi- 
nation basic-major medical health 
plan. The administration proposal 
is limited to one-third of the cost, 
while the AHA-supported Holifield 
bill provided for a government 
contribution of one-half. 

The second difference is 
the administra- 
tion bill requires 
an employee to 
enroll for both 
major medical 
and basic bene- 
fits whereas the 
Holifield bill al- 
lows the em- 
ployee to make 
a voluntary 
choice as to the 
kind of insur- 
ance he needs. 

Some of the differences between 
the Holifield and administration 
bills are that, under the adminis- 
tration measure: 

@® Married women could not 
have family coverage unless the 
husband is incapacitated. 

@® Major medical coverage would 
be written in a single government- 
wide policy, by one or more in- 
surance companies, and thus would 
set a rigid boundary between 
basic and major, with basic never 
extending beyond 70 days of hos- 
pitalized illness. Extended benefits 
on a service basis would be ex- 
cluded. 

@ Basic benefits would be writ- 
ten on a local option basis. 

Proposals regarding retired 
employees would not meet the 
standards set in the Holifield bill. 


that 


REP. HOLIFIELD 


CIVILIAN-MILITARY HOSPITAL COSTS 


In testimony before the Senate 
Appropriations Committee, the 
American Medical Association 
termed as “incomplete” and “in- 
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accurate” 

Committee statistics showing that 
civilian hospital and medical serv- 
ices cost more than equivalent 
military services. 
_. On the basis of Department of 
Defense hospital cost figures, the 
House Committee recommended 
that the patients’ ‘free choice”’ 
under the dependents’ medical 
care program (‘“‘medicare’’) be re- 
stricted, with regard to the use of 
either civilian or military medical 
facilities. 

The American Hospital Associa- 
tion, had previously stated in a 
letter to Sen. Carl Hayden (D- 
Ariz.), chairman of the Senate 
committee, that elimination of the 
“free choice’ element would wreck 
the ‘“‘medicare’’ program. 

The AMA’s testimony before the 
Senate was given by Dr. Hugh 
Hussey, AMA trustee and profes- 
sor of medicine at Georgetown 
University, Washington, D.C. 

Dr. Hussey said: 

@® While cases treated in military 
facilities include a high percentage 
of less expensive treatments, the 
civilian program in “medicare” in- 
volves more costly surgical cases 


as well as complete obstetrical . 


care, including outpatient and fol- 
low-up Care. 

@® The lower costs quoted for 
the military service does not in- 
clude certain costs involved in the 
figure used for civilian care. The 
additional civilian expenses in- 
clude payments to interns, full 
payments to residents, amortiza- 
tion of hospital and capital equip- 
ment, procurement of medical 
supplies, and recruitment’ and 
training of personnel, among 
others. 


VA PATIENT POLICY 


Veterans Administration patients 
covered by some form of industrial 
accident insurance, and suffering 
from nonservice-connected disa- 
bilities, will be transferred from 
VA hospitals when their conditions 
warrant. 

Speaking for VA, Dr. Roy A. 
Wolford, deputy chief medical di- 
rector in the administration’s cen- 
tral office, Washington, D.C., said 
no veteran will be transferred or 
discharged under the new policy 
until his entitlement to necessary 
treatment elsewhere at no expense 
to himself has been clearly es- 
tablished. 

Dr. Wolford said the order ap- 
plies only to veterans without 
service-connected disabilities who 
are admitted to VA hospitals for 
treatment of occupational injuries 


House Appropriations or diseases incurred in or as the 


result of their employment. 


FEDERAL COUNCIL ON HEALTH 


Upon the request of former Pres- 


ident Herbert Hoover, legislation 


creating a Fed- 
eral Advisory 
Couneii on 
Health has been 
introduced in 
Congress -by 
Sen. H. Alexan- 
der Smith (R- 
N.J.). The bill 
calls for a coun- 
cil to be estab- 
lished in the ex- 
ecutive office of 
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the President. 

The purpose of the council would 
be “to evaluate and advise on re- 
organizing the conduct of the sev- 
eral medical programs in respects 
necessary to achieve a maximum 
of economy and to eliminate du- 
plications of efforts and competi-— 
tion among the several depart- 
ments and agencies.”’ 

The bill specifies that council 
functions include: 

1. Reviewing of the various pro- 
posals and programs relating to 
hospital construction involving 
federal funds. 

2. Advising On measures to assure 
adequate health manpower and 
hospital facilities. 

3. Advising the Selective Service 
System on the mobilization of 
medical personnel. 

4. Advising the executive depart- 
ment and agencies on all federal 
medical policies and programs. 

5. Reporting periodically to the 
President and to the executive de- 
partments and agencies on the 
success or failure of federal health 
programs and policies. 


Public Health Service 


Reports on Nursing Homes 


‘“‘Nursing Homes, Their Patients 
and Their Care” is the title of a 
recently released Public Health 
Service study made after a 13- 
state survey. 

Information from the PHS re- 
port, which was undertaken joint- 
ly with the Commission on Chronic 
Illness, includes details on patient 
case histories, financial resources, 
patient fees, and medical staffing 
patterns. Highlights of the report 
show: 

(1) There are more than 135,000 
patients in proprietary nursing 
homes. 

(2) The average patient age is 
80. 
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(3) Two-thirds of all proprie-. 


tary nursing home patients are 
females. 

(4) Bed-ridden patients make 
up 20 per cent of the total. 

(5) More than 50 per cent of 
all patients require assistance in 
walking. 

(6) Cardiovascular conditions 
are found in 40 per cent of the 
patients. 


Association Survey Shows 
Room Rates Up 6 Per Cent 


An American Hospital Associa- 
tion survey has shown that room 
rates in United States general hos- 
pitals have risen 6 per cent over 
1956 charges. 

Results of the survey were based 
on 2,835 completed questionnaires. 
Federal hospitals and large mu- 
-nicipal hospitals were not included 
in the tabulation because their 
rates are not comparable with 
those of most general hospitals. 

Averages for the various types 
of rooms were: single rooms $15.19; 
two-bed rooms $12.16, and multi- 
bed rooms $10.58. In 1956 the AHA 
reported averages of $14:14, $11.51, 
and $9.84, respectively, for these 
types of accommodations. | 

The highest average rates by re- 
gion were in the Pacific states, 
which showed averages of $20.32, 
$17.05, and $15.78 for single, two- 
bed, and multibed rooms, respec- 
tively. The lowest rates were found 
in the Arkansas-Louisiana-Okla- 
homa-Texas region, which showed 
averages of $11.53, $8.96, and $7.49 
for single, two-bed; and multibed 
rooms, respectively. 


Rivin Accepts New Position 


Arnold A. Rivin, executive edi- 


tor of TRUSTEE, the American 
Hospital Association’s journal for 
hospital govern- 
ing boards, has 
accepted an ed- 
itorial position 
in the hospital 
field with the 
FranklinC. Hol- 
lister Company, 
Chicago. Mr. 
Rivin has been 
with the AHA 
since 1947. Dur- 
ing that time, 
in addition to his work on TRUS- 
TEE, he has served as Washing- 
ton representative, then managing 
editor and later as contributing 
editor of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, and as assistant secretary of 
the Council on Professional Prac- 
tice. 
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proved for internships by recog- 
nized authority.” | 

Details of the new loan program 
will be sent to all AHA members 
in a special Washington Service 
Bureau bulletin. 

Following the congressional ac- 
tion, the following comments were 
made: 

Dr. Albert W. Snoke, president, 


‘ American Hospital Association— 


‘The recent congressional action is 
most encouraging. This will be of 
great value in assisting hospitals 
to provide the necessary accommo- 
dations for the ever-increasing 
numbers of students needed in the 
health field. Perhaps of more im- 
portance is the clear recognition of 
the contribution of hospitals to ed- 
ucation in this country. Hospitals 
are educational institutions.” 

Tol Terrell, president-elect, AHA 
This legislative action is partic- 
ularly heartening as it provides a 


long overdue recognition of Amer- 
ican hospitals as educational insti- 
tutions. I would hope that the 
passage of this bill will serve as 
the harbinger of a new era of in- 
creased responsibility and stature 
for hospitals.”’ 

Ray Brown, immediate past 
president, AHA—‘Passage of the 
amendment has important and sat- 
isfving implications to the hospital 
field. By making housing for nurs- 
ing students and interns eligible 
for long-term loans at low inter- 
est rates, the hospitals of the na- 
tion now have a means of financ- 
ing much-needed facilities that 
have not had very much appeal to 
donors or to community loan 
sources. More important perhaps 
in the long run is the fact that 
this is a recognition at the national 
level that hospitals are truly edu- 
cational institutions. For the first 
time hospitals are placed on a par 
with other institutions of higher 
learning in this country.” 


the 1957 administrative residents 


Following is a listing of students who have completed their classroom 
work in hospital administration and been assigned to residencies. This is a 
continuation of a listing begun in the July 1 issue of HOSPITALS. 


UNIVERSITY OF CALIFORNIA 
Course director: Richard J. Stull 


BLAKE, KENNETH E., to Harold 
Hixon, administrator, University 


of California Medical Center, San 


Francisco. 

BYERLY, CHARLES T., to S. A. 
Pence, administrator, Marin. Gen- 
eral Hospital, San Rafael, Calif. 

CRAIG, ROBERT A., ‘to Ritz E. 
Heerman, general manager, Cali- 
fornia Hospital, Los Angeles. 

HANSEN, RICHARD C., to Boone 
Powell, administrator, Baylor Uni- 


UNIVERSITY OF CALIFORNIA residents are, (from left) front 


versity Hospital, Dallas, Tex. 

HAUSER, JACK, to George Mon- 
ardo, administrator, Franklin Hos- 
pital, San Francisco. 

LEWIS, JANET H., to Mark Berke, 
director, Mt. Zion Hospital, San 
Francisco. 

MORIN, FRANK F., to Richard W. 
Blaisdell, administrator, Peninsula 
Hospital, Burlingame, Calif. 

MuURCH, ROBERT W., to F. R. Mc- 
Dougall, superintendent, Sharp 
Memorial Community Hospital, 
San Diego, Calif. 

Myers, RosBerTt J., to John W. 


Murch; Robert N. Rabideau; Charles T. Byerly; Kenneth E. Blake; Robert A. Craig; Jack Hauser. 


Second row: Frank F. Morin; Richard C. Hansen; Keith O. Taylor (associate: director); Robert 


J. Myers; Ronald W. B. Wyatt. Third row: Richard J. Stull (director), and W. Austin Turner. 
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row: Janet H. Lewis; Robert W. 


DUKE UNIVERSITY residents are, 


(from left) front row: L. E. Swanson (associate professor); 


J. Warden; F. R. Porter (professor); R. White; R. Nordham. Second row: D. Henry; L. Hisle; 
C. H. Frenzel (associate professor); D. Wright (instructor); J. McBryde (instructor), and W. 


Langley. Not shown: F. Crawford and B. Welch. 


Doubenmier, administrator, Kern 
General Hospital, Bakersfield, 
Calif. 

RABIDEAU, ROBERT N., to John A. 
Dare, administrator, Virginia Ma- 
son Hospital, Seattle. 

TURNER, W. AUSTIN, to G. C. 
Crary, administrator, Scripps Me- 
morial Hospital, La Jolla, Calif. . 

WYATT, RONALD W. B., to Dr. W. 
W. Stadel, director, San Diego 
(Calif.) County General Hospital. 


DUKE UNIVERSITY 


Course director: F. Ross Porter 


The university’s program in hos- 
pital administration is on a two- 
vear residency basis with academic 
work being integrated into the en- 
tire program; there is no separate 
residency program. 

Present members of the regular 
course are: Fred Crawford, David 
Henry, R. Grant Hurst, William 
Langley, Robert Nordham, Bill 
Smith, Bernie Welch, and Roger 
White. 

The following have graduated 
since the last list of administrative 
residents was published: 


BARNETT, EWING, now adminis- 
trator, Walton County Hospital, 
Monroe, Ga. 

HISLE, LEON, now administrator, 
Berea (Ky.) College Hospital. 

WARDEN, JAMES, now adminis- 
trator, Shenandoah Hospital, Roan- 
oke, Va. 


EMORY UNIVERSITY 
Course director: Paul J. Gordon 


BisHOP, GERALD A., to Dan E. 
Gay, administrator, Memorial Hos- 
pital of Chatham County, Savan- 
nah, Ga. | 

MUSGROVE, WILLIAM H., to David 
R. Kenerson, administrator, Mound 
Park Hospital, St. Petersburg, Fla. 

WHEATLEY, WILLIAM C. JR., to 
Whitelaw H. Hunt, director, Uni- 
versity Hospital, Augusta, Ga. 


GEORGIA STATE COLLEGE 


Course director: Henry C. Pepper, 
Ph.D. 


BALDONADO, FERICO, additional 
residency not required, returning 
to Philippine 
Manila. 


General Hospital, 


GEORGIA STATE COLLEGE residents are, (from left) front row: Ferico Baldonado; Chin-Shu 
Chen; Janice Melton; Levi Swinger; John Christensen. Second row: E. H. Clarke Jr.; Kenneth 
Lowery; Harold T. Ward; Leland C. Solberg; Walter E. Ravenna; Lee Ben Clarke. Third row: 
John A. Maloney; William C. Baxter; Marshall O. Wilson, and Lee Thomas. ; 
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BAXTER, WILLIAM C., Monroe 
County Hospital, Forsythe, Ga. 

CHIN-SHU, DR. CHIN, additional 
residency not required, to Pengu 
Provincial Hospital, Taiwan. 

CHRISTENSEN, JOHN, to St. Jo- 
seph’s Hospital, Atlanta. 

CLARKE, E. H. JR., residency not 
yet determined. 

CLARKE, LEE B., to Macon (Ga.) 
Hospital. 

EDWARDS, WILLIAM L., to Glynn- 
Brunswick (Ga.) Hospital. 

JEFFRIES, ROBERT G., to Athens 
(Ga.) General Hospital. 

LOWERY, KENNETH L., continuing 
work toward degree. 

MALONEY, JOHN A., currently 
with Division of Hospital Services, © 
Georgia State Department of 
Health. 

MELTON, JANICE R., residency not 
yet determined. 

POLM, WILLIAM C., to active 
duty, Medical Service Corps, Dob- 
bins. Air Force Base, Marietta, Ga. 

RAVENNA, DR. WALTER E., chief 
of polio clinic and ward, San Jose 
Medical Center, Uruguay. 

SOLBERG, LELAND C., residency 
not yet determined. 

SOMLIN, HULETT D., residency 
not yet determined. 

SWINGER, Levi F., residency not 
vet determined. 

THOMAS, LEE, credit manager, St. 
Joseph’s Hospital, Atlanta. 

WARD, HAROLD T., Division of 
Hospital Services, Georgia Depart- 
ment of Public Health. 

WILSON, MARSHALL O., to active 
duty, Army Medical Service Corps, 
Fort McPherson, Ga. 

WINKLER, LEON H., to Hamilton 
Memorial Hospital, Dalton, Ga. 


STATE UNIVERSITY OF IOWA 


Course director: Gerhard Hartman, 


Ph.D. 
BussBy, LEROY W. JR., to Paul R. 
Hanson, administrator, Emanuel 


Hospital, Portland, Ore. 

EISLEBEN, ROBERT K., to Dr. H. 
M. Coon, administrator, Milwau- 
kee County Hospital, Milwaukee. 

HOGBERG, GUNNAR G., to Ger- 
hard Hartman, Ph.D., superintend- 
ent, University of Iowa Hospitals, 
Iowa City. 

LARSON, ROBERT H., to Robert G. 
Boyd, director, Morristown (N.J.) 
Memorial Hospital. 

LINDEN, CHARLES R., to Dr. L. E. 
Stilwell, manager, Veterans Ad- 
ministration Hospital, Iowa City, 
Iowa. 

MILLER, EDWARD J., to Gerhard 
Hartman, Ph.D., superintendent, 
University of Iowa Hospitals, Iowa 
City. 
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STATE UNIVERSITY OF IOWA residents are, (from left) front row: Richard F. Ericson (professor); 


Gerhard Hartman (professor and director); Gunnar G. Hogberg. Second row: Edward J. Miller; 
Charles R. Linden; Jerry E. Poole; Jerry A. Thaden; Paul H. Roper. Third row: David E. Sim- 
mons; Robert H. Larson; Robert K. Eisleben; L. W. Busby Jr.; Floyd A. Patrick, and Frederick 


J. Zint. 


PATRICK, FLoyp A., to Ritz Heer- 
man, manager, Lutheran Hospitals 
of Southern California, California 
Hospital, Los Angeles. 

POOLE, JERRY E., to Gerhard 
Hartman, Ph.D., superintendent, 
University of lowa Hospitals, Iowa 
City. 

RopER, PAUL H., to Fred R. Hig- 
ginbotham, administrator, Baptist 
Memorial Hospital, San Antonio. 

SIMMONS, DAVID E., to Charles 
Burbridge, Ph.D., superintendent, 
Freedman’s Hospital, Washington, 
D.C. 

THADEN, JERRY A., to Gerhard 
Hartman, Ph.D., superintendent, 
University of Iowa Hospitals, Iowa 
City. 

ZINT, FREDERICK J., to John F. 


NORTHWESTERN UNIVERSITY residents are, 
W. R. Wilder; Viva Leflar; Laura Jackson (associate director); Dr. C. U. 
Letourneau (director); W. H. Tenney, supt., Illinois Masonic Hospital, 
' Chicago; W. D. Locke; 1. H. Corner; M. H. Charney. Second row: Tucker; W. H. Miles; 
1. H. Chung; P. E. Riehl; J. E. Champer; D. C. Leine; J. L. Yoder; 


(from left) front row: 


Latcham, administrator, Trumbull 
Memorial Hospital, Warren, Ohio. 


NORTHWESTERN UNIVERSITY 


Course director: Dr. Charles U. 
Letourneau 


BERTONE, JAMES J., to Dr. Charles 
O. Bruce, director, Gorgas Hospi- 
tal, Balboa Heights, Canal Zone. 

BEYER, JOHN, to Ray Woodham, 
administrator, Presbyterian Hospi- 
tal Center, Albuquerque, N. M. 

BRISTOR, DELOS J., to Robert K. 
Dean, hospital administrator, Long- 
view State Hospital, Cincinnati. 

CHAMPER, JAMES E., to Mortimer 
Zimmerman, executive director, 
Louis A. Weiss Memorial Hospital, 
Chicago. 


K. L. Lowe; L. Landon; H. R. Owens; F. L. Hinchee; C. R. Sanders; 
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CHARNEY, MERLE H., to Dr. David 
H. Ross, executive director, Jewish 
Hospital, Cincinnati. 

CuuNnc, IN to Theodore A. 
Austin, superintendent, of Worces- 
ter (Mass.) City Hospital. 

CLAYTON, RUSSELL T., to Frederic 
R. Veeder, administrator, Chil- 
dren’s Hospital, Louisville, Ky. 

CORNER, IVAN H. JR., to Edgar O. 
Mansfield, superintendent, White 
Cross Hospital, Columbus, Ohio. 

CUNNINGHAM, ROBERT A., to 
Lawrence Payne, -administrator, 
Baptist Memorial Hospital, Jack- 
sonville, Fla. 

GAUNT, WILLIAM A., to Roy R. 
Anderson, superintendent, Presby- 
terian Hospital, Denver. 

HERMAN, JAMES J., to Joseph P. 
Greer, director, St. Luke’s Hospi- 
tal, Chicago. 

HINCHEE, FREDERICK L., to Bryce 
L. Twitty, administrator, Hillcrest 
Medical Center, Tulsa, Okla. 

HOLLADAY, RICHARD E., to Pat N. 
Groner, administrator, Baptist Hos- 
pital, Pensacola, Fla. 

JANSA, Louts J., to Alfred E. 
Maffly, administrator, Herrick Me- 
morial Hospital, Berkeley, Calif. 

JENKINS, HOMER L., to Norman 
Thompson, administrator, French 
Hospital, San Francisco. 

LAMBERT, FRANCIS E., to Dr. E. 
N. Hinko, superintendent, Cleve- 
land (Ohio) Receiving Hospital. 

LANDON, LUTHER II, to Leon C. 
Pullen Jr., administrator, Decatur 
(Ill.) and Macon County Hospital. 

LAUTH, GLEN H., to Paul W. 


E. Raps; F. E. Lambert; H. L. Jenkins; D. A. Myers; R. L. Plano; K. G. 
VanBree; W. A. Gaunt; C. M. Lebo. Third row: J. Beyer; L. J. Jansa; 
J. V. O'Meara; T. B. Reed; ©. A. Cunningham; C. M. McCluskey; J. O. 
R. E. Holladay; L. G. Price; G. H. Yeckel; 
R. D. Reeves; W. A. Stewo-t; D. J. Bristor; J. K. Miles, and L. E. Watson. 
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Kempe, administrator, Silver Cross 
Hospital, Joliet, Il. 

LEBO, CLIFFORD M., to Webster 
S. Kohlhaas, superintendent, Har- 
risburg (Pa.) Hospital. 

LEFLAR, VIVA M., to Dr. Kermit 
H. Gates, superintendent, Jackson 
Memorial Hospital, Miami, Fla. 

LEINE, DONALD C., to Vernon 
D. Seifert, administrator, Fairview 
Park Hospital, Cleveland. 

LOcKE, WILLIAM D., to Raymond 
F. Hosford, director, Lankenau 
Hospital, Philadelphia. 

LOWE, KENNETH L., to Robert L. 
Denholm, director, Colorado Gen- 
eral Hospital, Denver. 

LUKER, JIM M., to Phil Carter, 
administrator, Methodist Hospital, 
Lubbock, Tex. 

McCLuSKEY, CLAY M., to Reid 
T. Holmes, administrator, North 
Carolina Baptist Hospital,. Win- 
ston-Salem. 

MILES, JOHN K. JR., to Dr. Rich- 
ard O. Cannon, director, Vander- 
bilt University Hospital, Nashville, 
Tenn. 

MILES, WALTER H., to Tol Ter- 
rell, administrator, Shannon West 
Texas Memorial Hospital, San An- 
gelo. 

MYERS, Don A., to William B. 
Barnhart, administrator, Maury 
County Hospital, Columbia, Tenn. 

O’MEARA, JOHN V., to Herbert 
R. Rodde, administrator, Highland 
Park (Ill.) Hospital. 

OWENS, HuGH R., to Raymond 
F. Farwell, administrator, Swedish 
Hospital, Seattle. 

PLANO, RODNEY L., to Dr. J. A. 
Katzive, executive director, Mai- 
monides Hospital, Brooklyn, N.Y. 

PRICE, LIONEL G., to Jack A. L. 
Hahn, superintendent, Methodist 
Hospital, Indianapolis. 


RAPS, EARL, to Nathan W. Hel- 


man, director, Mt. Sinai Hospital, 
Chicago. 

REED, THOMAS B., to Frederic R. 
Veeder, administrator, Children’s 
Hospital, Louisville, Ky. 

REEVES, ROBERT D., to Dr. David 
B. Wilson, director, University 
Hospital, Jackson, Miss. 

RIEHL, POERNER E., to John G. 
Dudley, administrator, Memorial 
Hospital, Houston, Tex. 

SANDERS, CHARLES R., to Albert 
H. Scheidt, administrator, Park- 
land Hospital, Dallas, Tex. 

STEWART, WILLIAM A., to Harold 
L. Peterson, administrator, Baron- 
ess Erlanger Hospital, Chattanooga, 
Tenn. 

STREIT, THOMAS J., to Memorial 
Hospital of DuPage County, Elm- 
hurst, 

TUCKER, JOHN O., to Matthew F. 
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SAINT LOUIS UNIVERSITY residents are, (from left) front row: Sister Agnes, D.C.; Sister DePaul, 


D.C.; Sister Clarus, F.S.M.; Sister St. Francis, F.S.M.; Sister Almarita, $.S.C.; Sister Florence, 


R.S.M.; Sister Ellen Patricia, $.C.; Sister Rita Louise, $.C.L.; Sister Patricia, O.S.F.; Sister Enda, 
S.S.J.; Sister Ruth, O.S.F.; Sister Rosalia, R.S.M.; Sister Helen, S.C. Second row: Sister Michael 
Marie, §.C.L.; Sister Theresa, C.S.J.; Sister Pieta, O.S.F.; Sister Adrian, C.S.J.; Antonio Rivera; 
William Milnes; Daniel Hicks; Charles E. Berry (associate course director). Third row: John T. 
James; Robert McGlynn; Wilbur |. Christopher; Edward Bierman; Joseph Hiebel; James E. 
Johnson; Leo C. Bargielski; James McGuire; Stephen E. Dorn, and Harold Hinderer. 


McNulty Jr., administrator, Uni- 
versity Hospital and Hillman Clin- 
ics, Birmingham, Ala. 

VAN BREE, KENNETH G., to Karl 


H. York, administrator, St. Luke’s 


Hospital, Racine, Wis. 

WATSON, LEONARD E., to Phil 
Carter, administrator, Methodist 
Hospital, Lubbock, Tex. 

WILDER, WINDSOR D., to Percy 
F. Riggs, administrator, Presby- 
terian Hospital-Olmsted Memorial, 
Los Angeles. 

YECKEL, GEORGE H., to Bruce W. 
Diekson Jr., administrator, Beth- 
any Hospital, Kansas City, Kans. 

YODER, JOHN L., to David V. Car- 
ter, administrator, Fitkin Memo- 
rial Hospital, Neptune, N. J. 


SAINT LOUIS UNIVERSITY 


Course director: Rev. John J. 
Flanagan, S.J. 


BARGIELSKI, LEO C., to Sister M. 
Vincent, C.C.V.I., administrator, St. 
Joseph’s Hospital, Fort Worth, Tex. 

CALDWELL, SISTER M. ENDA, 
C.S.J., to Sister Grace Marie, S.C., 
administrator, St. Mary’s-Corwin 
Hospital, Pueblo, Colo. 

CONDON, SISTER MARY ST. FRAN- 
cis, F.M.M., to Sister M. Philippi, 


S.M., administrator, St. Mary’s 
Hospital, San Francisco. 
CUNNINGHAM, SISTER’ RITA 


LOUISE, S.C.L., to Sister M. Wil- 
helmena, O.S.F., administrator, St. 
Joseph’s Hospital, Syracuse, N.Y. 
DORN, STEPHEN E., to St. Louis 
City Hospital, St. Louis. 
FISCH, SISTER MARY ADRIAN, 
C.S.J., to Sister Agnes of the Sa- 


cred Heart, F.C.S.P., administrator, 


Providence Hospital, Seattle. 
FLORKOSKI, SISTER M. PATRICIA, 
O.S.F., to Sister M. Rosaria, O.S.B., 
administrator, Sacred Heart Hos- 
pital, Yankton, S. Dak. 
FRIED, SISTER M. ROSALIA, R.S.M., 
to Sister M. Loreto, S.P., admin- 


istrator, St. Vincent Hospital, Wor- 
cester, Mass. 

HIEBEL, JOSEPH C., to John E. 
Vanderklish, administrator, Malden 
(Mass.) Hospital. 

JOHNSON, JAMES E., to Sister 
Grace Marie, S.C., administrator, 
St. Mary’s-Corwin Hospital, Pueb- 
lo, Colo. 

KUZMICKAS, SISTER ALMARITA, 
S.S.C., to Sister Margaret, M.H.A., 
administrator, St. Mary’s Hospital, 
arog, 

LAUFER, SISTER M. PIETA, O.S.F., 
to Sister Loretto Bernard, 5S.C., 
administrator, St. Vincent Hospital, 
New York City. 

LOUGHLIN, SISTER M. CLARUS, © 
F.M.M., to Sister Mary Rose, D.C., 
administrator, St. Mary’s Hospital, 
San Francisco. 

MEADE, SISTER ELLEN PATRICIA, 


§.C., to Sister M. Thomas, R.S.M., 


administrator, Mercy Hospital, 
Baltimore. 

MURPHY, SISTER M. THERESA, 
C.S.J., to Sister Bernard Mary, 
C.S.J., administrator, St. Francis 
Hospital, Hartford, Conn. - 

MCPHEE, SJSTER AGNES, D.C., 
to Sister Carlos, R.N., administra- 
tor, Hotel Dieu, New Orleans. 

O’LEARY, SISTER MICHAEL MARIE, 
S.C.L., to Sister M. Placida, S.M., 
administrator, St. Joseph’s Hospi- 
tal, Phoenix, Ariz. 7 

RIVERA, ANTONIO COLLAZO, to St. 
Louis City Hospital, St. Louis. 

SALATKA, SISTER M. FLORENCE, 
R.S.M., to Sister M. Loretto Ber- 
nard, S.C., administrator, St. Vin- 
cent’s Hospital, New York City. 

TOBIN, SISTER MARY HELEN, S.C., 
to Sister M. Baptista, H.H.M., ad- 
ministrator, St. Elizabeth Hospital, 
Youngstown, Ohio. 

WILLIAMS, SISTER DEPAUL, D.C., 
to Sister Lydia, D.C., administrator, 
St. Vincent’s Hospital, Birming- 
ham, Ala. 
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Hospital efficiency 


experts: 
Dispensa-Cart and 
Bassick. casters 


This #1064S Single 
~~ Study Desk is part 
> of our complete 
line of wood furni- 
ture for hospital 
rooms and dormi- 
tories. 


STUDY DESK 


Single Desk Sizes: 


20” x 36”; 31” height Made of.solid birch; has burn- and scratch- | 

24” x 38’; 31” height 

24” x 42”; 31” height resistant plastic top with protective plastic | 

: edging. Available in various single desk sizes 
Double Desk Size: having one drawer which opens from either 

30” x 36"; 31” height side thus making book shelves usable at right 


or left. Also available as double desk with 
two drawers. Supplied in any finish you specify. 


Write for Prices 
and Particulars E N LAU IBS 
Contract Furniture 


3501 BUTLER ST., PITTSBURGH 1, PA. 
ESTABLISHED 1873 


The A. S. Aloe’s Dispensa-Cart saves time, includes 
everything a nurse needs for medicine dispersing, and 


Ideal makes for one-trip service. 
AUXILIARY | Just as efficient are the smooth- rolling. easy swivel- 
or Gift Shop ing Bassick Diamond Arrow casters it rides on. Smooth- 
Project | ‘ rolling with their big rubber wheels and self lubricating 
bearings. Easy-swiveling because of Bassick’s exclusive 
CUSTOM DESIGNED FOR HOSPITALS two-level ball-race construction. 


No wonder you see so many Bassick casters on hos- 


TV Sets available with or without remote-controls 
and speakers; TV Stands available for 14”, 17”, pital duty. They keep maintenance to a minimum, pro- 
and 21” TV Sets. Write for brochure on rental and tect the floors they roll on and rrovide safe, sure mobil- 

purchase plans. ity. There are sizes and styles for every hospital job. 
| Use them. And look for Bassick glides and casters as 


The set is a 14” RCA, custom-designed for institutions, 115 volt, 60 cycle, 


AC, power transformer, aluminized picture tube, safety glass, UL Commer- | a sign of quality on the hospital equipment 
cial power cord. The exclusive ROLEE ALL-CHANNEL REMOTE CONTROL 

- turns TV set on or off, selects channels, regulates volume, fine tuning, and ; you buy. THE BASSICK COMPANY, Bridge- 
contrast. Hi-Fidelity R te Speck ly (TV k disconnected). 
port 5, Conn. /n Canada: Belleville, Ont. 7.51 


ROLEE HOSPITAL TELEVISION, INC. 3 ae 
& MAKING MORE KINDS OF CASTERS MARKING CASTERS 00 MORE sl 
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UNIVERSITY OF TORONTO 
ourse director: Dr. G. H. Agnew 


BUILDER, R. E., to Robert B. Fer- 
guson, administrator, Weston, Ont. 
BROSSEAU, DR. B. L. P., to To- 


ronto (Ont.) Western Hospital and 


to Dr. C. MacLeod, superintendent, 
Sunnybrook Veterans Hospital, 
Toronto. 

CRICKMORE, R. I., to Vernon D. 
Brammer, administrator, Kaiser 
Foundation Hospital, Vallejo, Calif. 

Hupon, R. A., to Walter Hatch, 
administrator, Kitchener-Waterloo 
Hospital, Kitchener, Ont. 

McCase, D8. & F., to W. Fi 
‘Leonard, general superintendent, 
Toronto (Ont.) East General and 
Orthopaedic Hospital and to Dr. C. 
MacLeod, superintendent, Sunny- 
brook Veterans Hospital, Toronto. 

McLAREN, K. S., to W. F. Leonard, 
general superintendent, Toronto 
(Ont.) East General and Ortho- 
paedic Hospital. 

Morrison, Dr. J. K., to Dr. Car- 
man J. Kirk, superintendent, Vic- 
toria Hospital, London, Ont., and 
to Dr. E. A. Ferguson, superintend- 
ent, Westminster Hospital, London. 

ROBERTS, Dr. J. V., to Dr. J. B. 
Neilson, superintendent, Hamilton 
(Ont.) General Hospital and to 
Theodore Dey Bain, superintend- 
ent, Shaughnessy Hospital, Van- 
couver, B. C. 

SCHOFIELD, W. H., to Charles C. 
Stewart, administrator, Mercer 
Hospital, Trenton, N. J. 

SHORT, J. W., to George E. Mas- 
ters, administrator, Royal Jubilee 
Hospital, Victoria, B. C. 

SPENCER, H. A., to Douglas R. 
Peart, superintendent, Ottawa 
(Ont.) Civic Hospital. 


MEDICAL COLLEGE OF VIRGINIA residents are, (from left) front row: Frank O. Salt; Albert 


M. Blecich; Ernest T. Sheen; Dr. J. K. Owen (professor and director of School of Hospital 
Administration); Carroll E. Clary; James C. Thompson. Second row: James |. Sublett; Willys 
K. Julia; John D. Worley; Richard J. Murray; Elwyn L. Derring; Lester L. Lamb; Kenneth L. 
Waddell, and Gary R. Holdren. Not shown: John D. Phillips. 


TAYLOR, Dr. A. W., to Dr. J. E. 
Sharpe, superintendent, Toronto 
(Ont.) General Hospital. 


MEDICAL COLLEGE OF VIRGINIA 


Course director: Joseph K. Owen, 
Ph.D. 


BLECICH, ALBERT M., to Reuben 
Cohen, manager, Veterans Admin- 
istration Center, Kecoughtan, Va. 

CLARY, CARROLL E., (waivered). 

DERRING, E. L., to Harold Pra- 
ther, administrator, Richmond 
(Va.) Memorial Hospital. 

HOLDREN, GARY R., to Harry 
Bach, administrator, Mary Wash- 
ington Hospital, Fredericksburg, 
Va. 

JULIA, WILLYS K., to Robert 
Crytzer, administrator, Westbrook 
Sanatorium, Richmond, Va., and to 
Clinica Dr. M. Julia, Hato Rey, 
Puerto Rico. 

LAMB, LESTER L., to C. P. Card- 
well Jr., administrator, Medical 
College of Virginia, Richmond, and 
to John Schaffer, administrator, 
Washington County Hospital, Hag- 
erstown, Md., and to Harvey Cly- 


UNIVERSITY OF TORONTO residents are, (from left) front row: R. B. Ferguson (lecturer); Dr. 
G. H. Agnew (professor and director); E. M. Stuart (associate professor); H. G. Dillon (research 
fellow); Dr. W. D. Piercey (assistant professor). Second row: W. H. Schofield; H. A. Spencer; 
J. W. Short; Dr. J. P. McCabe. Third row: Dr. A. W. Taylor; Dr. B. L. P. Brosseau; R. E. Builder; 
R. A. Hudon. Fourth Row: Dr. J. K. Morrison; Dr. J. V. Roberts; R. 1. Crickmore, and K. S. McLaren. 
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mer, administrator, Shenandoah 
County Memorial Hospital, Wood- 
stock, Va. 

MURRAY, RICHARD J., to Edward 
W. Horgen, administrator, King’s 
Daughters’ Hospital, Ashland, Ky. 

PHILLIPS, JOHN D., to George Bo- 
kinsky, administrator, Petersburg 
(Va.) General Hospital. 

SALT, FRANK D., to John Stacey, 
administrator, University of Vir- 
ginia Hospital, Charlottesville. 

SHEEN, ERNEST T., (waivered). 

SUBLETT, JAMES I., to William 
R. Reid, administrator, Jefferson 
Hospital, Roanoke, Va. 

THOMPSON, J. CRENSHAW, to J. 
E. Barnes, director, Rex Hospital, 
Raleigh, N.C. 

WADDELL, KENNETH L., to C. P. 
Cardwell Jr., director, Medical Col- 
lege of Virginia, Richmond, and to 
Nathan Bushnell, administrator, 
Franklin County Hospital, Rocky 
Mount, Va., and to A. Gibson 
Howell, administrator, Louise Obi- 
ci Memorial Hospital, Suffolk, Va. 

WORLEY, JOHN D., to Maj. Robert 


-E. Maybell, USAF (MSC), Lack- 


land Air Force Base Hospital, San 
Antonio, Tex. 


OFFICIAL NOTES 


(Continued from page 97) 

The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on May 
17-19. Further actions of the Board 
will be reported in subsequent 
issues of this Journal. 


LATIN AMERICAN HOSPITAL PROJECT 


VOTED: To approve the Latin Amer- 
ican project as carried out under con- 
tract with the International Coopera- 
tion Administration; further, 

To approve the future program rec- 
ommended by the Advisory Committee 
on Latin American Project; further, 

To negotiate with the International 
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Cooperation Administration for contin- 
uation of the Latin American project 
for at least three years subsequent to 
June 30, 1957; further, | 

To direct the staff to discuss the 
Latin American hospital program with 
the International Cooperation Admin- 
istrations’ technical staff, seeking ad- 
- vice as to the most desirable method 
of presenting a request for continua- 
tion of the program and ce of 
a contract. 


WORLD HEALTH ORGANIZATION 


VOTED: To encourage the World 
Health Organization to establish a hos- 
pital division in order to coordinate 
public health work with hospital activi- 
ties. 
INTER-AMERICAN HOSPITAL 
ASSOCIATION 


VOTED: To continue to lend support 


and cooperation to the Inter-American — 


Hospital Association through the Latin 
American hospital program; further, 
To authorize the director of the 


Latin American program to serve as 


executive secretary of the Inter-Amer- 
ican Hospital Association within the 
limits of the time he can devote to it. 


HOSPITAL LISTING 


VOTED: To accept the hospitals rec- 
ommended for listing by the Com- 
mittee on Listings as follows: 


Alabama 
Bay Minette Clinic Hospital, Bay 
Minette 
Boaz Albertville, Boaz 
Guin, Guin 
Lister Hill, Hamilton 
D. E. Jackson’s, Lester 
Arkansas 
Arkansas State, Little Rock © 
California 
La Vina Sanatorium, Altadena 
Atascadero State, Atascadero 
Greater Bakersfield Memorial, 
Bakersfield | 
Community, Lodi 
Midway, Los Angeles 
Northridge, Northridge 
Carobil, Norwalk 
Kings View Homes, Reedley 
San Bernardino Community, San 
Bernardino 
-Langley Porter Clinic, San Fran- 
cisco 
Colorado 
Pitkin County Public, 
Climax Molybdenum Company, 
Climax 
University of Denver, Denver 
St. Vincent’s, Leadville 


Connecticut 
New Britain Memorial, New 
Britain 
Bradley Memorial, Southington 
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Florida 
Le te eune Road, Coral Gables 


Lake Worth General, Lake 
Worth 

National Children’s Cardiac, Mi- 
ami | 


Miami Battle Creek Sanitarium, 
Miami Springs | 
Naples Community, Naples 


Georgia 
Eugene Talmadge Memorial, Au- 
gusta 
Wills Memorial, Washington 
illinois 
City Public, Decatur 
Louisiana 


St. Tammany Parish, Covington 
Moosa Memorial, Eunice 
Lakewood, Morgan City 
Methodist Home, New Orleans 
Attaway Clinic and _ Hospital, 
Villa Platte 
Dr. R. E. Dupre Hospital and 
Clinic, Villa Platte 
Maryland 
Christ Child Home for Conva- 
lescent Children, Rockville 
Cedarcroft Sanitarium and Hos- 
pital, Silver Spring 
Michigan 
St. Agatha, Detroit 
Minnesota 
Homewood, Minneapolis 
Crestview, St. Paul 
Community Health Center, Two 
Harbors 
Missouri 
Masonic Home of Missouri, St. 
Louis 
Park Lane Memorial, St. Louis 
St. Louis Chronic, St. Louis 
St. Louis State Training School, 
St. Louis 
Glenwood Clinic, Webster Groves 
New York 
Trafalgar, New York 
North Carolina 
Cape Fear Valley, Fayetteville 
- Duplin General, Kenansville | 
Anson County, Wadesboro 
Ohio 
Ingleside, Cleveland 
College Hill Infirmary, Dayton 
South Carolina 
Marion County Memorial, Marion 
Divine Saviour, York : 
Texas 
Nightingale, El Campo 
Pearson Clinic Hospital, 
lingen 
Houston — Ear and Throat, 
Houston 
Houston Negro, Houston 
North Houston, Houston 
Virginia 
Circle Terrace, Alexandria 
Alaska 
Station, Naval Station, Kodiak 
American Samoa 
Hospital of American Samoa, 
Pago Pago 


Har- 


Italy 


Station, Headquarters Support 


Activities, Naples 
Japan 
Station, Naval Air Station, Iwa- 
kuni 


Sasebo, Yokosuka 
Mariana Islands 
Station, Naval Administration 
Unit, Saipan 
Morocco 
Station, Naval Air Station; Port 
Lyautey 
Newfoundland 
Station, Naval Station, Argen- 
tia 
Republic of the Philippines 
Station Hospital, Naval Station, 
Sangley Point, Luzon 
Station Hospital, Naval Station, 
Subic Bay, Luzon 


LISTING OF FUND-RAISING COUNSEL 


VOTED: To adopt the revised Require- 
ments for Accepting Fund-Raising 
Counsel for Listing as follows: - 


1. Registration under the laws of 
the home state. 

2. Completion of at least five con- 
secutive years of professional 
fund-raising activities imme- 
diately preceding request for 
listing by the American Hos- 
pital Association. 

3. Successful completion of at 
least five fund-raising cam- 
paigns. 

4. Does not participate in cam- 
paigns utilizing paid solicitors 
for solicitation of funds. 

5. Does not engage in unethical 
use of the mails. 

6. Professional fee is a fixed iee 
and determined prior tc the 
beginning of the cam) aign. 
(Firms basing their f-es on 
the amount of the cimpaign 
goal, on the amoun* actually 
pledged, on a perce’ tage basis, 
or using similar methods shall 
not be eligible fc. listing.) 
Separate ident':ication of the 
professional fe: for fund-rais- 
ing counsel from general over- 
head campa gn expenses, such 
as printing, entertainment, 
publicity, and office rental. 

8. Restriction of activities to 
fund raising. (Firms conduct- 
ing collaborative functions, 
such as consultation of build- 
ing needs, construction or 
business management, pur- 
caase of supplies and equip- 
ment, selection of personnel, 
or similar functions, shall not 
be eligible for listing.) 

9. Approval by the client in ad- 
vance of the campaign of a 


~] 
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Station, Naval Fleet Activities, 


budget for general overhead 
campaign expenses. 

10. Determination of the sound- 
ness of a proposed project and 
submission of a plan of pro- 
cedure of the project through 
the conduct, for a reasonable 
fee, of a precampaign investi- 
gation. 

11. Prompt submission of a final 


report of a completed cam-_ 


paign, including recommenda- 
tions for future activities by 
the client as to collection of 
pledges and similar matters. 

12. Demonstration of reliability 
and financial stability. 


The American Hospital As-— 


sociation may, at the sole dis- 
cretion of its Board of Trus- 
tees, grant, deny or withdraw 
the listing of any fund-raising 
counsel; further 

To authorize the staff of the 
Association to investigate 
fund-raising counsel applying 
for listing through question- 
naires, correspondence, and 
personal visits to fund-raising 
counsel and, where indicated, 
to hospital administrators and 
members of governing boards, 
chambers of commerce, better 
business bureaus, etc. 


REPRESENTATION FROM WESTERN 
STATES 


The attention of the Board of 

Trustees was called to a resolu- 
tion adopted on May 8, 1957, by 
the Association of Western Hos- 
pitals requesting “adequate recog- 
nition for the western states” in 
the American Hospital Association. 
Tol Terrell referred to his meet- 
ing with hospital representatives 
from the western states in Los An- 
geles when this matter was brought 
up for discussion. 
VOTED: To refer to the Council on 
Association Services the problem of 
adequate representation on councils 
and committees of the Association. 


NURSING HOME RELATIONS 


VOTED: To endeavor to promote ade- 
quate medically directed institutional 
care for all patients, regardless of 
type or duration of illness, by develop- 
ing patterns of long-term institutional 
care and by developing relations be- 
tween hospitals and other health fa- 
cilities; further, 

To recommend to the Committee on 
Chronic Illness to conduct a workshop 
with representatives from such fields 
as hospitals, nursing homes, doctors, 
patients, Hill-Burton officials, and li- 
censing agencies, for the purpose of 
developing detailed information con- 
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cerning facilities providing this type 
of long-term care. 


RELATIONS WITH ALLIED 
ORGANIZATIONS 


VOTED: To establish the office of 
coordinator of Association services as 
the field services division of the Ameri- 
can Hospital Association for other hos- 
pital’ associations. Functions of the 
field services division would be: 

1) To serve as a channel of com- 
munication and liaison between the 
American Hospital Association and 
other hospital associations. 

2) To work directly with execu- 
tives of other hospital associations. 

3)To assist in the conduct of an- 
nual regional meetings upon re- 
quest. 

4) To assist in the development 
of a coordinated institute and con- 
vention schedule. 

5) To assist in the organization 
of hospital associations. 

6) To provide information in re- 
gard to state activities. 


CUT-OFF DATE FOR MEMBERSHIP 
SERVICES 


VOTED: To establish a_ probation 
period of 120 days during which a 
member hospital which has failed to 
maintain the standards for acceptance 
for listing as a hospital, may ask for 
a hearing to show cause why the hos- 
pital should not be dropped from list- 
ing and from membership. This pro- 
bation period may be extended at the 
discretion of the director. If, at the 
end of the 120-day probation period, 
the member has not shown cause, mem- 
bership services shall be terminated 
and a prorated dues refund shall be 
made. 


LISTING SERVICES 


VOTED: To abolish the fee for listing 
architects under the American Hospital 
Association Program for Approval of 
Hospital Architects; further, 

To establish the policy of not charg- 
ing a fee for listing services of any 


kind. 


HISTORY OF AMERICAN HOSPITAL 
ASSOCIATION 


VOTED: To prepare, subject to avail- 
ability of adequate financing, a history 
of the American Hospital Association 
under -the editorial guidance of the 
Council on Association Services. 


APPROVAL MATTERS 


- VOTED: To reapprove Blue Cross of 


Puerto Rico, San Juan, P.R., as fully 
complying with the Approval Program 
of the American Hospital Association 
for Hospital Service Plans. 

Pursuant to the authority given 


the commission by the Board last 
February, the Blue Cross Commis- 
sion announced reapproval of 
North Dakota Hospital Service As- 
sociation, Fargo, N. Dak., after the 
Plan had shown that it now com- 
plies with the Approval Program 
for Hospital Service Plans. 


JUSTIN FORD KIMBALL AWARD 


VOTED: To approve establishment of 
the Justin Ford Kimball Award of the 
Blue Cross Commission and to adopt 
the procedure for the award. 7 


VETERANS RELATIONS 


VOTED: To approve the recommen- 
dation of the Committee on Veterans 
Relations to file a statement with the 
House Committee on Veterans’ Affairs, 
incorporating the following policy of 
the Association, and approving HR 58 
(a bill to amend Public Law 2, so as 
to impose additional requirements on 
certain veterans seeking hospitalization 
or domiciliary care in Veterans Admin- | 
istration facilities): 

“The Association endorses HR 58, 
introduced by Rep. Olin E. Teague, 
chairman of the Committee on Veter- 
ans’ Affairs. It is believed that every 
reasonable step should be taken to 
minimize, insofar as possible, abuse of 
privileges extended to veterans with 
nonservice-connected disabilities re- 
questing hospitalization.” _ 


DISASTER PLANNING 


VOTED: To take the initiative in form- 
ing a Joint Committee of National Vol- 
untary Health Organizations on Disas- 
ter Planning and Civil Defense, com- 
posed of one representative from each 
of the following: American Dental As- 
sociation, American Hospital Associa- 
tion, American Public Health Associa- 
tion, and National League for Nursing, 
with the understanding that the rec- 
ommendations of the Joint Committee 
will be reported through the Council 
on Government Relations; further, 

To make one of the first items of 
business of the proposed Joint Com- 
mittee of the National Voluntary Health 
Organizations on Disaster Planning 
and Civil Defense, clarification of re- 
sponsibility and interrelationships of- 
various federal agencies and other or- 
ganizations, such as state police, Na- 
tional Guard units, state and local 
governments, American National Red 
Cross, which are concerned with disas- 
ter planning and civil defense; further, 

To refer the matter of the hospital’s 
role in civil defense to the Joint Com- 
mittee of National Voluntary Health 
Organizations on Disaster Planning 
and Civil Defense, and further, 

To prepare and publish a collection 
of sample disaster plans from _ hos- 
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KEEP PACE WITH 


attend the 59th annual convention of the 


AMERICAN HOSPITAL 
ASSOCIATION 


and the 10th annual Conference 


of Hospital Auxiliaries 


CONVENTION HALL, Atlantic City, N.J. 


Yew 1957 Convention Nivhliohts 


@ General assembly daily 
One nationally known speaker will give an 
address on a significant topic directly or in- 
directly influencing hospital affairs. 


e Management symposium daily 
A hospital or ‘industrial leader will speak 
on selected aspects of hospital management | 
at each symposium. A panel of hospital ad- 
ministrators will discuss his remarks. 


‘‘it worked for us’’ 

Hospital representatives have been invited ey 

to submit. brief papers on successful admin- ff 1997 
istrative activities for inclusion in special dill al 
program sessions. 


Film sessions 
Architectural exhibit 
Daily round tables 


| 
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Make your room reservation early_ 
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pitals of warious types and sizes in 
he form of a disaster plan kit. 


HOUSING FOR STUDENT NURSES 
AND INTERNS 


VOTED: To approve amending the 
Federal Housing Act so that housing 
for student nurses and medical interns 
can be included in the college dormi- 
tory provisions of the Federal Housing 
Act; further, 

To file with the Subcommittee on 
Housing of the House Banking and 
Currency Committee an appropriate 
statement setting forth the needs of 
hospitals and the desirability of such 
an amendment, 


BLOOD AS AN INSURANCE BENEFIT 


VOTED: To approve the following 
policy: 

1. To reaffirm the recommendation 
adopted in 1951 with reference to the 
inclusion of blood as a benefit in pre- 
paid health insurance. 

2. To continue to support voluntary 
blood donor systems, including blood 
assurance programs, to their maximum 
potential, 

3. To acknowledge and recognize 
new developments in the procurement 
and utilization of blood, including the 
recent development of medical proce- 
dures using massive quantities of blood 
and the recognition of blood as a 
benefit in workmen’s compensation 
insurance. | 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Atascadero—Atascadero State Hospital. 
CONNECTICUT 
Meriden—World War II Veterans Memo- 
rial Hospital. 


MARYLAND 
Leonardtown—St. Mary’ 4 Hospital. 
MICHIGA 
Detroit—Kirwood ‘General Hospital. 
ISSOURI 


Branson—Shaggs Hospital Inc. 
Mountain - View—St. Francis Mountain 
View Memorial Hospital. 
OKLAHOMA 
Claremore—Claremore Health Center. 
PENNSYLVANIA 
Cambridge Springs—San Rosario Medical 
and Surgical Convalescent Hospital. 


VIRGINIA 
McLean—Fairfax Hospital Association. 
WYOMING 
Lander—Bishop Hospital. 
AUSTRALIA 


Sydney—School of Hospital Administra- 
tion, New South Wales University of 
Technology. 

CUBA 

Habana—Colegio Nacional de Administra- 
dores de Hospitales e Instituciones Asi- 
stenciales. 


NEW PERSONAL MEMBERS 


Burke, J. Randolph—managing dir.—Bryn 
Mawr (Pa.) Hospital. 

Davis, E. Allen—dir. rel.—Alton 
Ochsner Medical Foundation—New Or- 
leans. 

Hancock, Dorothy Tate—med. asst. con- 
sult.—Illinois Public Aid Commission— 
Chicago. 
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Lee, Earl -B.—adm.—Virginia State Peni- 
tentiary Hospital—Richmond. 

Murchison, Col. James L.—comd. off.— 
Army Hospital—Fort Carson, Colo. 

Reedy, Edward P.—adm. asst.—University 
of Chicago Clinics—Chicago. 

Shaffer, Lt. Weller J. Jr—student—Naval 
School of Hospital Administration—Na- 
— Naval Medical Center—Bethesda, 


Taylor, John T.—asst.. 
State Hospital—Chicago. 

Welsch, Jeanette R.—exec. sec.—Wisconsin 
State Nurses Association—Milwaukee. 

Young, Cyril I.—compt.—Parker Hill 
Medical Center—Boston. 

Yasinski, William A.—chief, reg. div.— 
VA Hospital—Northampton, Mass. 


supt.—Chicago 


HOSPITAL AUXILIARIES 
Boaz-Albertville Hospital Auxiliary, Boaz, 
Ala 


Long ‘Beach (Calif.) Community Hospit 
Auxiliary, Inc. 

Vallejo (Calif.) 
iliary. 

Women’s Auxiliary of the John J. McCook 
Memorial Hospital, Hartford (Conn.) 
Municipal Hospital and Health Center. 

Auxiliary of the Hospital of St. Raphael, 
New Haven, Conn. 
Women’s Auxiliary of Okaloosa Memorial 
Hospital, Crestview, Fla. 
Bradford County Hospital 
Starke, Fla. 

Hall County Hospital Auxiliary, Gaines- 
ville 

Atchison (Kans.) Hospital Auxiliary. 

Women’s Auxiliary of the aden Daugh- 
ters’ Hospital, Ashland, 

Libby (Mont.) Hospital Guild, St. John’s 
Lutheran Hospital. 

Women’s Auxiliary of Eastern Memorial 
Hospital, Ellsworth, 


General Hospital Aux- 


Auxiliary, 


e. 
Memorial 


Livingston (Mont.) Hospital 
League. 
Lyon Health Center Auxiliary, Yerington, 
ev. 


Brady Hospital Auxiliary, Albany, N.Y. 
Auxiliary of the Women’s Board of the 
Binghamton (N.Y.) City Hospital Inc. 
Women’s Auxiliary of the Oswego (N.Y.) 
Hospital. 

Women’s Auxiliary Board of Charlotte 
(N.C.) Memorial Hospital. 

Betsy Johnson Memorial Hospital Aux- 
iliary, Dunn, N. 

Fisher-Titus Memorial Hospital Auxiliary, 
Norwalk, Ohio. 

Woman’s Auxiliary to St. Joseph’s Hos- 
pital, Paris, Tex. 

Woman's Auxiliary of Memorials Hospital, 
San Angelo, Tex. 

Adams County Memorial Hospital Aux- 
iliary, Ritzville, Wash. 

Webster Memorial — 
Webster Springs, W.Va. 


Auxiliary, 


The law in brief 
(Continued from page 94) 


interns, as well as administrative 
and manual workers, and they 
charge patients for medical care 
and treatment, collecting for 
such services, if necessary, by 
legal action. Certainly, the per- 
son who avails himself of ‘hos- 
pital facilities’ expects that the 
hospital will attempt to cure 
him, not that its nurses or other 
employees will act on their own 
responsibility.” 

He continued: ‘“‘There is no reason 
to continue their [hospitals’] ex- 
emption from the universal rule 
employer responsibility for 
acts of employees. ‘“‘The test should 
be, for these institutions, whether 
charitable or profit-making, as it 
is for every other employer, was 
the person who committed the 


negligent injury-producing act one 
of its employees and, if he was, 
was he acting within the scope of 
his employment.” 

Justice Fuld concluded: “The rule of 
nonliability is out of tune with 
the life about us, at variance with 
modern-day needs and with con- 
cepts of justice and fair dealing. It 
should be discarded.”’ 


Hospital association meetings 
( Continued from page 6) 


Vermont Hospital Association—October 
18; Pico Peak, Rutland (Long Trail 
Lodge) 

Virginia Hospital Association— November 
16-17;: Roanoke (Hotel Roanoke) 

Washington Hospital Association — No- 
vember 6-7; Seattle (Olympic Hotel) 

West Virginia Hospital Association -—— 
August 1-3; White Sulphur Springs 
(Green Briar Hotel) 

Wyoming Hospital Association—October 
17-18; Casper (Memorial Hospital of 
Natrona County) 


AHA INSTITUTES 
(THROUGH DECEMBER 1957) 


Dietary Department Administration — 
August 5-9; Los Angeles (Ambassador 
Hotel) 

Hospital Pharmacy—August 19-23; Chi- 
cago (University of Chicago) , 

“Staffing” (Nursing) Department Insti- 
tute —— September 23-26; New York 
City (Sheraton-McAlpin Hotel) 

Operating Room Administration — Octo- 
ber 7-10; Kansas City, Mo. (President 
Hotel) 

Insurance for Hospitals—October 9-11; 
Hartford, Conn. (Statler Hotel) 

Methods Improvement Workshop— Octo- 
ber 14-18; Augusta, Ga. (Bon-Air 
Hotel) 

Medical Record Library Personnel—Octo- 


ber 21-23; Albuquerque, N. Mex. 
(Hilton Hotel) 

Disaster Planning—October 30-Novem- 
ber 1; Jacksonville, Fla. (George 


Washington Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute —- October 28- 
November |; Riverside, Calif. (Mission 
Inn) 

Hospital Auxiliary Leadership——Novem- 
ber 4-5; Hartford, Conn. (Statler 
Hotel) 

Hospital Organization Planning Work- 
shop — November 4-8; Los Angeles 
(Ambassador Hotel) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 

Housekeeping —— November 1-15; Tor- 
onto, Canada (King Edward Hotel) 

Nursing Service Administration——Novem- 
ber 11-15; Honolulu, Hawaii (Prin- 
cess Kaiulani) 

Medical Record Library Personnel -— 
November 11-15; Boston (Sheraton- 
Plaza Hotel) 

Operating Problems for Small Hospitals 
—November 14-15; Saskatoon, Can- 
ada (Bessborough Hotel) 

Seventh Hospital Institute —- November 
18-22; Honolulu, Hawaii (Princess 
Kaiulani) 

Hospital Safety Seminar—November | 8- 
22; Chicago (Congress Hotel) 
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PRO RE NATA 


JOHN H. HAYES 


There may be better days ahead; 
but let us concentrate on making 
this present day one of them. 

Why do people who arrive on 

time at parties always feel em- 


barrassed because they are the first. 


ones there? Is being on time some- 
thing to be ashamed of? 
2 @ 

I can remeniber the time when 
big banks had only one vice presi- 
dent. 

.2 

EASUP’S FABLES: A hospital 
administrator, upon departing for 
a month of vacation, asked the 15 
members of his board of trustees 


to spend two days each in running 
the hospital during his absence. 
Upon his return the board dou- 
bled his salary and apologized for 
not quadrupling it. | 
MORAL: You might hit the 
jackpot; but you can also lose your 
shirt. 
The best cure for absenteeism is 
by making every day payday. 
& 
Nice things happen in: hospitals. 
Many years ago a lady gave to our 


hospital the $62 left in her son’s 


clothing when he was killed in an 
accident. This was to start a memo- 
rial fund, to be used to help poor 
patients, pay their rent, buy them 
clothes, pay for transportation to 
places where relatives and friends 
would care for them, etc. This lady 
and her relatives greatly added to 
this over the years until now only 


._ the income is used for such pur- 


poses. It is a ready source of cash 


_ and it.accomplishes a great deal of 
good. 


2? 
Nowadays the practices of medi- 
cine and hospital management 


change so rapidly it is a struggle 
to get a new building planned, 
erected and in use before it be- 
comes antiquated. 

= 

The average child. would much 
rather play in a mud puddle than 
a clean sand box. 

And you don’t have to buy a 
mud puddle. 

2 

Many a man has become a hero 
by doing something because he 
was afraid to do anything else. 

If people do not follow your ad- 
vice it might not be wasted on 
them. Remember that it did not 
cost you anything, and was prob- 
ably worth what it cost. 

People’s brains are like their 
hands. If not put to work they be- 
come soft. 

& 

I used to scold my secretary be- 
cause she had so much trouble find- 
ing the letters she had filed. Now I 
have my office in my home; and I 
do my own filing. | 
I still can’t find what I look for. 


Asking... 


description. 


Yours for the 


3V Papaya Costs You Only 75¢ 
Per Gallon Ready to Serve... 


Definitely aids better 
digestion and normal 
regviarity! .. . qualities 
found only in Papaya. 


114 numbered pages of 
this July 16th issue of HOSPITALS 
contain important messages from 
54 advertisers. Each of these mes- 
sages is an invitation for you to 
write for further information. Some 
furnish a coupon, others a brief 
mention of a catalog or product 


To get the most out of this issue 
of the Journal, we encourage you 
to ask for further information from 
these reliable companies. Their 
help is yours for the asking. 


HOSPITALS 
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Definite Digestive Aid . . . Richer 
in Vitamin C ... More Natural 
Vitamins & Minerals ... A Deli- 
ciously Different Tropical Taste 
Thrill & Juice Appetizer. 


Since 1941 the amazing 
secret of professional chefs 


3V PAPAYA 


MEAT 
TENDERIZER 


(LIQUID) 


SAS Unripe Papaya. 

) 
—/ TIMES FASTER THAN 

<i POWDERS BECAUSE IT’S | 


ALL PAPAYA ' 


Contains 

NO SALT - 

NO SUGAR 

NO FILLERS 

NO MESSY PASTE 
ON MEAT SURFACES 

} MAKES TOUGH MEAT TENDER 


BECAUSE IT SEALS IN 
NATURAL JUIC 


Write for 
FREE SAMPLE 
and Trade Prices 


THREE VEE CO. Dept. OM 


165 Water St., N.Y. 38, WY. 


| 165 Water St. 


3V PAPAYA 


“It's GOOD and it's GOOD for you 4h 


‘Wade 


Served wherever gourme dine 

since 1941. Waldor‘...storia, 
Statier, Astor Hete 5, 

$. Dept. ef 

Agriculture says: 

| **Papaya contain: 


etc., 


digestive proper 

ties which make ¢ 
| of great valu: in 
the diet.”’ 
When Juice 
Disagree 

30 

No Juice 
Richer |. 
Vitami. C! 


Write for 
FREE SAMPLE 
and Trade Prices 


THREE VEE CO. Dept. OP |- 


We also make a full line of 
pure fruit syrup concentrates. 
Your cost only 43¢ per gallon, 
ready to serve. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 
change of copy. 


SERVICES 


— 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


FOR SALE 


One Scanlon-Morris Steam Sterilizer, 16” 
x 24”, model A-420, Monel metal over-all 
with stainless steel outside jacket. Excel- 
lent condition. $400.00 f.0.b. Central Suffolk 
Hospital, Riverhead, New York. 


WATER STERILIZER, unused, electrical, 
mfg. by Ohio Chemical and Surgical Equip- 
ment Co., Model A410E. Two 15 gal. tanks. 
Bargain. Institution oversupplied. P. O. 
Box 118, Greensburg, Penna. 


POSITIONS OPEN 


TWO PUBLIC HEALTH ADMINISTRA- 
TORS: Master’s degree public health ad- 
ministration, public administration, or 
hospital administration. Experience in 
public health. Starting salary $7650. Thirty 
days annual leave: sick leave and other 
benefits. Contact Douglas Terry, Public 
Health Administrative Director, Alaska 
Department of Health, Juneau, Alaska. 


PEDIATRIC TEACHING SUPERVISOR: 
Degree and pediatric experience required. 
425 bed general hospital, 50 bed capacity 
in pediatric division. Administrative and 
teaching responsibilities. Salary commen- 
surate with qualifications and experience. 
Apply_ Director of Nursing, Queen’s Hos- 
pital, Honolulu, T.H. 


MEDICAL RECORD LIBRARIAN: for a 
65 bed, non-profit, community hospital 
located near an historic site in Ohio. Hos- 
pital expansion program under construc- 
tion. Salary open. Address HOSPITALS, 
Box H-70. “ 


TECHNICIAN: for 220 bed hospital. Salary 
open depending on experience and quali- 
fications. Living quarters in nurses’ home 
if desired. (Write special delivery or call 
collect.) Herbert J. Thomas Memorial Hos- 
pital, 4605 McCorkle Avenue S.W., South 
Charleston 3, West Virginia. Telephone: 
Riverside 4-9475. 


Wanted—RRL for accredited general hos- 
pital of 200 beds. Salary open. Apply 
Audrey Shade R.N., Administrator, St. 
Luke’s Hospital, Marguette, Michigan. 
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3—Wanted; 4— For 


OUR 61st YEAR 


WooDWARD 


CHIEF DIETITIAN—a challenging posi- 
tion. We are seeking an unusually com- 
petent person who has an excellent record 
in apenrgy and directing a Dietary De- 
partment. This is one of the more pro- 
gressive hospital organizations in the mid- 
west, with a capacity of 315 beds. The 
facilities are new and modern, and salary 
is open and commensurate with ability 
and experience. Submit a complete resume 
of age, education, experience, and present 
salary. Address HOSPITALS, Box H-68. 


DIRECTOR OF NURSING SERVICE: 31 
bed hospital expanding to 62 beds within 
year. Liberal personnel policies, salary 
commensurate with responsibilities. Send 
resume of training and experience to Ad- 
ministrator, Cameron Hospital, Bryan, 
Ohio. 


MEDICAL TECHNOLOGIST (A.S.C.P.) to 
direct technicians in active general hos- 
pital expanding to 75 beds. 
technicians already employed. Reply stat- 
ing salary required. Immediate opening. 
Cafaro Memorial Hospital, Youngstown 3, 
Ohio. 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working. conditions 
and personnel policies. Good starting sal- 
ary. Write: Mr. Bert Stajich, Assistant 
Administrator, Columbia Hospital, 3321 N. 
Maryland Avenue, Milwaukee 11, Wiscon- 
sin. 


RESIDENT PHYSICIAN, male. Tennessee 
state license or eligible to take the Board. 
70 bed, general pediatric hospital. Antici- 
pating teaching program for approved 
residency in Pediatric and Orthopedic. 
Starting salary $500.00 per month. plus 
maintenance. Contact: East Tennessee 
Children’s Hospital, Knoxville, Tennessee. 


DIETITIAN, ADA registered; Arkansas 
State Hospital for nervous diseases; salary 
$450-550, depending on qualifications; per- 
manent: 5 day, 40 hour week, paid vaca- 
tion and sick leave, state retirement bene- 
fits and social security; excellent working 
conditions. Write Granville L. Jones, M.D., 
Superintendent, Arkansas State Hospital, 
Little Rock, Ark. 


DIRECTOR OF NURSES: 132 bed JCAH 
approved general hospital and school of 
nursing. New school and dormitory facility 
is in planning stage. Hospital was new in 
1953. Bachelor’s degree required, master’s 
desirable. Salary commensurate with de- 
yree and experience. Excellent personnel 
policies, social security and retirement 
program. Attractive college town of 24,000. 
population. Apply Administrator, Passa- 
vant Memorial Area Hospital, Jacksonville, 
Illinois. 


DIRECTOR OF NURSES:. 80 bed general 

hospital fully accredited by the Joint Com- 

mission on Accreditation of Hospitals. Sal- 

ary open. Excellent personnel policies and 

employees benefits. Experience and de- 

preferred. Address HOSPITALS, Box 
-63. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 


900 North Michigan Ave. 


Chicago 11, Illinois 


a 


To physicians, hospital administrators, 
nursing executives and others in the hes- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 


ciate, or the institution reorganizing or | 


augmenting its staff: Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each month 
aa Write us please for further 
etails. 


Two other > 


FORMERLY AZNOES 


3rd °18S N.WABASH AVE. 
CHICAGO .e | 
®ANN WOODWARD © 


ADMINISTRATORS: 
Superior facility; 


200 bed hosp; 
degree’d man, 
ACHA affiliation; $12,000-up; lge city, univ 


(a) 
prefer 


med centr; MW. (b) Superintendent for 
two hospitals; must have coll degree or 
equiv. plus 3-5 yrs Hosp Adm exper; sal 
range-$9,600-$15,000; MW. (c) Asst; gen’l 
hosp, 225 bds, tchg prog; about $8,000; lge 
city on Lake Mich. (d) Asst; 180 bds ex- 
pnd’g to 300, JCAH hosp; $10-$12,000; MW. 
(e) To replace dir of sml hosp — very 
ere and beautiful; $12-$13,200: must be 


M 


ALFRED E. RILEY 
MEDICAL EMPLOYMENT SERVICE 


East Madison Street, Chicago, Illinois 
ANdover 3-5663 


59 


Alfred E. Riley, R.N., MSHA, Director 
* 


An organization offering personal and in- 
dividualized employment counseling and 
placement service. 

Conscientious and discriminating attention 
is given to all individuals and hospitals 
served by our organization. You can nego- 
tiate confidentially with confidence. 


Positions are available on all. levels from 
beginners to executives for: 

Physicians, Administrators, Executive Hos- 
pital Personnel, Medical Record Librarians, 
Laboratory and X-Ray Technicians, An- 
esthetists, Dietitians,- Nurses: Directors, 
Instructors, Supervisors, Head, and Staff. 
Write us today regarding these interesting 
positions. Our negotiations are ethical and 
confidential- 


MARY A. JOHNSON ASSOCIATES 


AGENCY 


11 West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know § that their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates, we 
refer to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


HOSPITAL PERSONNEL BUREAU 
220 E. Lexington St., 
Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, photo. No regis- 
tration fee. Mr. Cotter, Licensed Employ- 
ment Agent. LE 9-5029. Res. RI 7-3356.. 
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LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume charge of record room. 
135 bed general hospital, 40 hours—salary 
open. Contact Miss G. A. Cooper, Woman’s 
Hospital, Cleveland, Ohio. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 


rector, Milwaukee Hospital, 2200 West 


Kilbourn Avenue, Milwaukee 3, Wisconsin. 


REGISTERED NURSES: 70 bed general 
hospital, 40 hours. Contact Manuel Del- 
gado, Centro Asturiano Hospital, 13th 
Street & 21st Avenue, Tampa, Florida. 


Pekin Public Hospital, Pekin, Illinois is 
desirous of obtaining applications from 
ualified administrators for appointment 
eptember 1, 1957. Write: Mr. Paul A 
Soldwedel, Chairman, Personnel Commit- 


‘tee. 


ADMINISTRATOR IN NURSING—Master’s 
degree—Experienced in Nursing Education 
and Nursing Service, 300 bed Hospital 
School of ursing, salary 
— Address HOSPITALS, 
ox H-66. 


ASSISTANT DIETITIAN: 150-bed general 
hospital; Excellent opportunity to gain 
therapeutic and administrative experi- 
ence; Salary open; liberal personnel poli- 
cies. Apply Administrator, Yakima Valley 
Memorial Hospital, Yakima, Washington. 


POSITIONS WANTED 


Experienced male REGISTERED X-RAY 
TECHNICIAN, married with lab experi- 
ence desires new position with future. Ad- 
dress HOSPITALS, Box H-69. 


ADMINISTRATOR: Age 34, three years 
administrator of 31 bed hospital. BA in 
Economics and Education. Desire Advance- 
ment. Address HOSPITALS, Box H-65. 


Please schedule the following advertisement for the 


under the following heading: | 


For Sale 


Positions Open 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 


18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


Services 


Positions Wanted 


Instruction Wanted 
[] Check or Money Order Enclosed Signed 
[] Bill the Hospital Title 
Hospital 
Address 


City & State 


V4 


Here’s information on this low-cost service 


Twenty-five cents a word; ‘minimum charge $3.50 per insertion. 
Deadline: 30 days preceding publication date. 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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NEW... ana 


completely functional 


Pas 


This New bottle 
is tailored 
to fit your needs 


From its unique label with numerals printed 
in the ‘‘working’’ position, to the functional 
non-slip thumb and finger grips... here’s a 
solution bottle that goes all out to contribute 
the utmost in hospital efficiency and economy. 


Labels and bottles are cross-calibrated for easy 
reading of fluid levels .. . larger bottles are marked 
at 100 cc. intervals, while the special pediatric sizes 
are calibrated in 10 cc. measurements. Designed 
with the user in mind, to save valuable hospital time 
... to offer the most in ‘‘in-use’’ application. 


—another example of pioneering parenterals and service 


(MORTON Grove, ILLINOIS 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIEIC PRODUCIS DIVISION GENERAL OFFICES © 
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CLINICAL EXPERIENCE 
FEWER RESISTANT STAPHYLOCOCCI 


STRAINS OF COAGULASE-POSITIVE STAPHYLOCOCCI SENSITIVE 
TO CHLOROMYCETIN AND FIVE OTHER MAJOR ANTIBIOTIC AGENTS® 
CHLOROMYCETIN 98.1% 
100 
80 
| 
ANTIBIOTIC A 
: 50.2% ANTIBIOTIC B 
48.2% 
ANTIBIOTIC C 
43.9% 
40 
ANTIBIOTIC D 
ANTIBIOTIC E | 
| 
20 
| 209 STRAINS 209 STRAINS 139 STRAINS 139 STRAINS 209 STRAINS 209 STRAINS 
| *This graph is adapted from Spink, W. W.: Ann. New York Acad. Sc. 65:175, 1956. 


| - CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
| : dyscrasias have been associated with its administration, it should not be used 

7 | indiscriminately or for minor infections. Furthermore, as with certain other - 
drugs, adequate blood studies should be made when the patient requires pro- 


longed or intermittent therapy. 
| 
: 4 > PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
50118 


ER 


University vVicrofilms 
313 North First Street 
Ann Arbor, Mich. 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


